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ABSTRACT 

^ Home services *has developed as an area of intense 
interest*¥ith recent emphasis on independent living for the elderly* 
The focus of thl^ report is on one type of in-home 
service — tomemaker^home 'health' aide service* Analyzed are ,the 
agencies that provide these services^ as veil as the services they 
provide, the'clients, they^ serve, their organizational structure and 
staffing patterns* Their historical development sThd the sources, of 
payment for their services are alsd discussed* The homemaker-home 
heaflth aides are analyzed, including- their characteristics, 
historical and current employifent levels, and projected employment 
requirements an.d annual openings* 'Supply issues are also explored* 
Finally, the outlook for aides is analyzed, vith saggestio^ns for 
action's to assure a sufficient supply and 'an examination of related 
employment implications* *(KA) \ 
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20 ♦ The demand for home health -services* and 
' hence the employment re(;(uirements for^home^ 
maker-home health aides, are related to health 
^ ■ and welfare legislation, the utilization of hom 
3 * : services for which public *funds are.availa*^ 
- , under the law, and the philosophy that d* 

B mines appropriate care, 
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♦ Un'dtfF current leijislation, the requirements for^ 
homemaker^hume health aiJes are expect^to. 
^T<y\^ from ail estimated 60,000 in' 1^75 to 
195,000 in l%0. If legislation were broa'(}en«tl 
to provide longr-term hom^ care for alj. elderly 
for tvhom this is the l^st expensive form of^. 
care, , the ry(^wiremt;nt -would -reacH 253,000 ill " 

^ 1990,/ 

♦ Uifider current les^i'^lation, openings yorihor 
maker-h6me heaHh abides are expectyd to 
be'r*33,200 annually between ^ l9V5/and/9M, 
40,200 between I9$0*and* 1985, an/ 44J^ an* 
nually between 1985 and 1990. Un((er j/broader^ 

^ logridfation, annuaj openings wouUf ^number 
34^500 h^hveen 1975 and 1980, Sl^rf between 

' J9S0 and 198o» and 54»100 bet\v^^ 1985 and 
'1990, ^ ^ 

♦ The projected annual o^enip^' i'feeultinj? from 
ptrson/ \\ho traiJsfer oiiiy^rfietyceupation are 
far liT^at^r than thos^e nrf^dtingr from ^row^th, 

*ev^ in this very rapyffy iTrS^vin^^ occupation, 
?ejh^un^; fur tr^n^ftiyToiit inchule dislike^of the 
'work, neetl fot gu^uanteeil hours, work pres- 
sure>^, inability t^cope wjth clepressed or diffi- 
cult clients, U>ansportation problems, and low 
wages^or beji^ffts. 




^ *%ngf^Qtorsi^thSk( attract W^rkers^^to the od- 

Fatt<yp are person JtU^tisff{ctipn, illative 
tatus,. avaijability of part^ime wqrk, familra^ 
ity of job -tasks, and' fiexibility^ the' work 
schedule* T]ie, ov^Vwhelming personal reqiiireH- 
meut for jthe occup*ation is the desire to^ help 
peo^pl^ wi^h basic human nejeds: ' ' '] 

The supplL Qf aj)plicants to fill:'positions for 
aides is siifficiently large that'agen6ies generj- 
ally do noi advej^f^e jo6 openings* The supply* 
should be adeq(:iate through the 197^'s, Howj-* 
ever, by the l980's, agencies Jnay have^to^ac- 
tively recruit new iitjes, proyide^training ana 
career la4ners, offer more Gonfipetitive \vag4^ 
and bejientis, and guarantee a mihimnm numbeij 



of hours of 



work. 



Whije training of aides is a Gostly elen)en^,in ^ 
the provision of\s^ice> it 'is ftecyessary to as-^ 
sure qualit:r care- Arrgingements between agen- 
cies ^nd Io;al .corj^munity coileg^ or technical' 
schoQJ^fto provide training ahc( f of low-up semi-' 
aars would ease tlje financiaT^>ui^den on agen- 
cies th^t are Quality con^cioti^ and upgrade the, 
service in those agencies* thai trtirrently jp*o-! 
'wde^o training,' [ ^ ^ | ^ [ 
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^ C^ijygseljensive Gftder Americans Services 

Arhendm^te^f JL§73 direcjt the Cqmrtiissionei^on 
^ A^ing to (lii'de\^J#pitTlformation on IjotK current 
/'ariatutui5g^needs^or#'o<diers^,tK , 
jng: (^) provfdeabro^JUrangeof^qi^Hty tr^^^^^ 
' and retraining opportunttiesj res(ioii^ive tjachang- 
^ing heeds o%)rogi^s in the field of agifig; *^3);^ , 
attract' a .g^atef^ number of .^ualilfi^d persetis"" 
^into tKe'field of agfng; and <4^elp makc^trainf^j 
^ ing piygrams-hiore responsive^to the needs of | 
worlcers uT'ttie^field af Aging. > - 

'.^deficiencies jn the informatibtv^urrently avail- 
al^e on hjumaii resources \n ^e fi^^f aging limit 
tHe abiUfy of the Commi^vsiolfer o^Agito to carry 
out-the3e Activities.' Becausa,jof^iie ^urealj x>f- 
'^Labbr' St^tistic'^ (BLS) ^tsjbgs^^^ew§l&" in"" 
arralyzing/'t^^np^ neeflsi fle\fi'j^A askeSt1;he , 
BLS tp he\^ ^^^'^M* th^J"f*3^*^t^ ot> employ- 
^tnept t>titIogkj This is the^ec^d re©oft%repared ' 
' by the BLS'cn th^,it^eAjoi*^k^f in the field 
of a^ing* A study ^ th^tnirsing l^me industry ■ 
wa^^the first publij^atidn, in 'AoA's ^elries, Oqca- 

^.sefvice^as^evelope^^ airarea of in- 
^tteres^TVi^^e recent jemphasis on in- 
depend^fit li^^l^ng fofthe ^derly. Many types of. < 
home service^deserv^^ special study^ from^skyied ' 
i^rsipg and t%rapy provided by^vijgiting ^profes- 
sionals t<^;homeiref>air services aim meafe&xon 
wj||^3 pi:^|:rams naming i^st a fevf. Thi^ "report 
siijirlei out one type of in-home seryice — 
^onie^ health aide service! The*^nda-* ; 

Omental real^n^ for this choice \\%B the ^vailafelity { 
of basic eitiployment data from a strr\-ey oif agen- 
cies that provide these s^ryices^^condncted by the 
^^^ft'tionab Ccfuncil of Hoirte maker-Home Health > 
\ '^'ide SeVvicei^ In^ ynder contract with .HEW: 

Sfuch a dat^ base isa prei^e^uisite for employments 
\ an^lysia 'c^jr projections^ SinfilaK data were not 
\ available' fof»^^ other hogie se'rvices af the timeTbf - 
\ this writing* ' ■ - ^ 

_ Basic research on homem^i^r-home health aide 
services already had been done,' Several years ago, 
tJie Health Services Administration contracted 
^ith Brahna Trager^ a distinguidhed author and i 
' leader in the home'health fieId,.,to write Home- 
w^keV'lfome Health Aid^ Services in the' United 
Slates^ Xhe Trag^r study fully descriljes the 
nature of the services^ deliveredt theii* historical 
devel<Jpment^ and the process of establishing tlie 
service and recruiting arifj . training aides- 'the 
"SLS rtiidy focuses on issues directly effecting e^ca- 
^oyment requlrernents and supply* It touches on 
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ered in the Trager sfudy only to 
the extent rieeded tQ grovide a backg'rourid for 
Tunderstandingthejemp^ymenti'ssues. * ^ * 

TJiis ifeport is diVEiSed into two p^ts. I^y 1 1 
iinalyzei tiie agencies that provide *Mniema^ 
homejiealth aide" services, descriBing'tlie sfer^ces 
they prdvide^ the clients they s^rve, ^heir orga-' 
nizational structure afa staffiirg'patJtern* .Part I ; 
■als^ briefly outline^ -their^higjtorical developplent 
and discusses the sources of p^yn^nt for ^thein . 
ser^uces. Part II focuses on the homemak^r-hqme - 
health aides — their chai:actensti<;.s^ historical and 
^current employm^t levels, an^l j^rojecred require- 
ments agfl ^hnua^openings. Supply issues alt^ are * 
^xplore^-sburces of new ent!*ants and q^itpa- 
'tional transfers^ reas^ons wh/^ persons '^Deci3me 
hojjiemaker-home heaith aides^ and why some 
leave the o^upation, hov^ thty are reci:uited.and 
^airie'^.Part^.II alsp analyzes the outlook/for, ; 
aides, suggeiitfng^ctiohs to assuraa sufficient Sup- 
ply, and endingituith re5ated^eii5i)loyment impli- , 
cal^ons.* ^ l/^ 'V>^^ 

■irfosl of'the data use^'il) this study were'col- 
lected ^n a 1973 suVvey of agencies that provide* 
homemaker-horKe health aide services.. The survey 
was cori^ucted\ty^h"e National AssoeiaTtipn for^ 
-Hom&maker-Home RiSIth Aide Services under 
conmct,\vitIf"the D^partrti^nt of Health Educa- 
Jtion^a^ Welfare (HEW). The assqciatton fur-,, 
^hished ELS'witK/ unpublished, survey data, and 
^ also provided historif;aI data on employment ai)d 
on the nuint)er, ofiagencies. Other information was ' 
^ collected ;;^r4Jugh in-depth interviews witlx,service 
providers, and experts in the* field of homemaker- 
tfome health"^ide*services. ^ 

■-^-:&ince homemalcef-home health aide fie^vjce is- ^ 
not ''a separate industry classification* in the De- 
cennial C^su5 or the Current Population Survey^ 
an mdustry eifiployment projection by detailed oc- 
cupation, similar to that provided for the nursing' 
Tiome industry, €anhot be made. The projections < 
that can bfe made are limited to the one occupation , 
for which data were c^l^Jected in the 1973 survey-^ 
honftemaker-home health aides. Therefore^ this 
study only projects employment requirements for^ 



MoA (kckmyiftl Papers in GeronMogjf, No. li Man- 
jwtt'^cr Needs In %c nietd.of Aghg: *fhc Nitrsinff Home 
Industry, (Office of Human Devehptnejit, Administrathn 
•on Aginff. 1975), DHEW PublicaJ^ion No. (OHD> 7^ 
2&082. - ^ ^ f 

' Brahna Trafferi Homrmaktr-Home Health Aide Services 
inihe United States, (Public Health Services A^dnrfSnfetra- 
tion, 1973), DHEW Publicatfon No. (HSM) 73-C407. 



home maker-home health aide^; emptoyitient data, 
y>n other staff po^sitiuii.^ mtkst be.colledEed before 
requirementto^ projections can be mJWle^'^for admin-j 
u^rators^ ^uperviiiurs, intake personnel, and^ 
others, - 

Projecting requirement?; for homemaker-home 
health ai^^es is difficult because emploj^ment,has 
^rown ve^y quickly in recent years, Resulting in a 
curvilinftar treocK Time series or assQ(?iation ati^l- 
yf^is^ therefore, cannot be used ^or long-Jterm pro- 
jections. Anotlier niethod" bi?;ed on factors that 
affect the.Ieve] of .^ervicei; must be used. Three fac- 
tors are pilrticwlarly important in influencing Je^ 
mand for homemaker-home health sei^ces: legis- 
lation, utilization, and phijosophy oPpare. Sinc$ 
public fundi; are^a major ^;anroe of payment for 
homemaWr-home health ai<]e services, the projec- 
tion of the^numbi^r of job^ for aides-wilPdepend 
greatly on IeiL,»islative provisio{i5i governing reim- 
bursement, Th^ extent to which available public 
and^privat^ funds arain fact utilized for the serv- 
ices is also important. The philosophy of appro- 
priate care— whether public funds should be used 
'to assure Iea.^t costly (?are or .the care that best 
meets th^e^individuaVs need.^ — is the third factor 
afte^^r)^mpli)yment requiijbments for aides^ 

This ^tudy lise.^ the following: ajjproach t6 pro^ 
ject retiLurenients for homemaker-hOme health 
aides- Four pjrojections were deveJop€# for every 



target year, each of the four Uing ba.^d un a 
different *set of as^suniptJoji^ concerning le^ji.^la- 

- tiop, wtilizatiun, and phllosoph> of cure The maxi- 
mum employnient poksible under each a.-.suniptlon 
set is combined with the p^jection of ^mnloynient 

^ /from theWstorical trend, resulting in four projec- 

■ tion series, Effch projection .^erle.s Iia discussed in 
terms pf current trends; one is selttcted a.s the 
judgment projection (babied on the assumption set 
^most likely t6 occur^ given the hi^^toi ical and CLir- 

' rent situation) ; and org ls.?ela|c4l as an altera- 
tive projection (based 6n tht; SRimption set that 
could very po^isibly. occun given cTiirrent trends, 
J)ut iVould require a chAngre in the jcjurrent tiitu- 
ation). Many variables <?xist under each assump- 
tion set that depend on.hiiman factors^ esj|)eciatly^ 

. the degree to which persons wiH use the avaifable 
^*ervice*wrthin the consU^amts Jf funding iiource^^.- 
All of the projection series, therefore^ should be 
viewed as gross figures, indicating^ii general level 
^^^f requirements, rather thm a specific number. ^ 

This report wa^; prepared by the Bureaji of 
Labor Statistics^ Office of Employnhent Structure 
and Trends, with funds provided by the \JS. De,- 
part^nent of Health. Education, and Welfare's^ 
Administration on Aging,^ Office dT Research* 
Demons tr^f ion aiid Manpower Re^urces, Dr. 
Martin Sfcker, Director It was prepared^by Lois 
Plunkeh Terlizzi under, the direction of Ahne 

■ KahK . . 



Pan- 

Agencies that Provide " A ^ 
Honieniakef-Home Healfh', * 
'Aide Service ; 

' Mjiny different health and welfare agencies 
ilprovide homemaker-home heaHh aide service, This^ 
variety, results from the dual historical develop- 
ment of the seririce \vhich has rdftts in both the 
health and wfeifar-e sectors of the economy. This 
section begins wit^ an explanation of just what 
hom^make^-home health aide service is: It then * 
briefly discusses .the histoi-ical background of the 
agencieSytHat provide tl)^ service and' examines 
their chai^acteristics. NeXt, the i^rious sources of 
payment fqr hprfIemakeV*home Jhealth aide serv- 
ices are desCfibed, P^rt I concludes -jvith a discus-' 
sion *of the fragmemation of public funding 
Sources. ' 




otne Health Aide 



,A/Scol>e of 'riotnej 
Service^ 

Homemaker-home health aide services comprise 
the personal and hom^rn^kiji^ seWic^- needed t<r 
enable persons who cahnotpei^orm ^asic l^sks for" 
, themselves, to rerrtaiti in Jtherrr o\^;Bi homes.' The 
National Council of ^ttomemaTcer'Hoine Health 
Aide Services^ Inc.^ d^fiiies^ )ioSuemsker-home- 
heftltfe^id service a;s "ait in-^cfme'^fcyljce in whicji 
ainMure^ trained; ;sup€rvis^ persori works in ihe 
home and f unctioTi^jas a mexnoef ,of^a team pf prd- 
fessional and allieq worke£S pfovjdinj^ healtjji ati^/ 
or social services . to heJ^ pre^eire^ jmipi-ove or 
Create' wholesome;f^mily MviAg^s^fld prey^tit fam- 
ily br^kdowo^ItT%hefeded; y /r*' ; - \ 

• wheh the nbther of ihe ffiEmjJj^.ts ill or in- 
capacitated. 1 T/^' 1^^" ^ \ ' 

• Wh6n aying or handijfi^ped jJtdividti,iSg need 
p^fsonai care and assl^ance -yitfi^ domestic 
routines to^^*liritain themselves,' ill tfieirown 

^ .homes/ \, ^ ^ y ^ \ ^ ^ 
^ • when a hospital stay ganb^ averted ^or short* 
ened by provision 6i ad&quacte in^home sterv-*' 
- ices^ ' 
. • when children or.agedjp^r^on^j^fie neglected 
/ or abused* , ' ^ . 

Homemaker-honj'e health aide sorv^c^j consists , 
of 2 basic elements; i) The supffiryi:?or*s evalu* 
)f the spefific servjc*es tfeed^itby the cHent; 
and 2j performance of these assigi^c^ services by . 
a' hememaker-hoiHeTiealth aide! The b^sic^'duties 



'National Cojuncll for Homeniaker-Home Health Aide 
-Servicesj lnc-t&7 Irving PJace, Nejv Vorkj New TPe(rk»10Ol9. 



performed by the homemaker-home health aide 
^re-practical homemaiking and personal care serv- * 
ices; Howler* aides als'o instruct^ provide emo- 
tional supportj and help assess k client*s progress, 
ff<jfl(iemaker-home health aides are employees of 
-an agency that assigas. and supervises work and 
usually provides training. « « 

Homemaker-hom^ health aides pr(ji?ide many' 
■ hcfmemaking j^ervices. Cleaning the client*s room» 
'the Wtcheiij and the bafhroom ar^p basic duties. 
Homemaker-home health aide^ plan meals (in- 
cluding special diet's), shop .for food, a^d prepare 
mejals» usually preparinj: enough food for a second 
meal^ Hpmemaking duti^ also include doing the 
laiindry Wd changing bed linens, 

. ^/'Among the personaI*^r vices that hprtiemaker- 
home health aides perf^frpfi are%ssisting with 

^bal^iing or giving a bed-bath^ shaVnpooing hair, ^ 
ariH helping the' client move^fppm bed to a chair^ 

■,or another room, Hfimemakef-home health ^ijJes 
also check pulse ^nd respiration, help witjff simpte 
^^prescribed exercises, and assist wifh medications. 
Occasionially, homemaker-home health * aides 
change dpessings/ use 'specia> equipment such^as 
an hydraulic lift, or assist.with braces or artiAcial 
limbsi . ' ■ ' ^ 

In addition' to these iJractic^l aspects of tht 
work, homemaker-home health aides offer instruc- 
tion and^tjsychological support. They often teach 
clients how to adapt^^heil" Uv^es^o cope with a new 
dis^hjlity or to prev^ further illnf$a/For ex* 
^ ample» a homemaker-home health aide maj^ teach 
a client who h££§ a very lovf income how to plan 
nutritious^ low-co^t meals. Another client. may 
\ieed instruction on the proper diet for a diabetic. 
' Still anofher client, newly/confined to ^/wheel 
' chair> may np^d help'in leaching how to perfoi^m 
' daily .H&sks.,Ai timea^n ai^e may hefp a^ cjient 
^tabli^h a, daily schedule thai accomplishes neces- 
ary household c^ies and provide necessary exer- 
cise for rehabilitation. Providing emotional sup- 
*portand understanding i^hen atilient is depressed 
and lonely is another aspect of the work* This 
o^en fS more important than the practical jobs 
since, at times, a sick person*s^inabiiity to-gain. 
strength and independence is more the result of 
a rfiental attitude thmi a phyj^al problem. Lastly* 
th<taideA*egularly "reports chan^ea*in the'client^s 
condition and helps a prdtfessional team decide^ 
>vhen the services Toe!^ given to^:hei;lienjt should 
be changed* , . * 

A supervispr, a reg^tered nur^e or 'social 
Worker wljo us'ually^is ^art of a professional t^m 
^ of health and social workers, assigns ' specific 
rfuties-^TAe^superyisor usually consfults the client*s 
phy^ician^especidlly if 1:he client recently has been. 



discharged from the ho^jpital. Many public or non- ' 
profit agencies require physician .certification of 
the need for' the serv ice- The supervisor vUits the 
client to decide what ^lervices are needed a^id to , 
discup the aide's schedule of duties with the 
clietfr. Often the homemaker-home health ai^e 
giyes the jsuper visor a dailil reports si^ed by the 
client, listing the, exact services' performed and 
ihe hours worked. The supert'isor occasionally 
visits the client to determine if the 'service is' 
satisfactory. * ■ ' 



-Historical iDevelopment 

An ujjaerstanding of flie current and projected 
employment of homemaker-home health aides in- 
quires some familiarity with the historical devel- 
opment of thfese ^ervice^j. A brief outline of Jhis 
develophient follows.^ 

The majority^ of multi-service agencies that pro- 
vide homemaker-home ^ health aid$ service are 
evenly dtsffibuted between health and welfare 
agencies. The current -situation results from the 
"development of 'homemaking service in "welfare 
^agencies and home health aide service in health 
agencies* ' ^ 

. Weifare^affencies. The first agenciSs,t6 offei^hbnie-" 
maker-home health aide services were, welfare 
;ag?ncies/ In the early 1900's, priyate charitable 
fartuly agencies provided homemakers to care for 
children who*se mother w^s sick. During the G'l^at 
DepressloTt of the 1930's, a Work^ Progress a5^" 

, , ministration housekeeper project ga'^^e homemak- • 
ing 'Service a temporary boosts Poor and unem- 
ployed women were hir^d as housekeepers for 
other poor persons in need of the servi(*e. After 
the depreJision^ the provi^ofi of hamemaking serv- 
ice retiirned to the private s;ectors> continuing to 
center 'on chTld care and family' life. However^ 
changed slowly oc^t^rred over the next 30 years as 
more agencies offered limited service to adults. By 

^ 1958, 145 agencies offered homemal(;§r'home 

''A^alth aide service. About one-hall^ served adults 
{particularly the elderly) as vi^ell as families with 
children: aboijt on^fpurtli were public ^gericies 
(see chart 1): 

After 490^ the number of agencies that offer 
homemaking-home health . aide service . grew 
rapidly, with the percent that were publip agen^ 

* Pbr rifofc complete tr^tmcnt of the'historical develop- 
/ ment Qf homcmakcr-homc health aicWserviccs* sec Brahna 
iTri^^eVti^FIomeviaker/Hfi^e Heoilth Aide Service in the 
United States, ([/.S. PuVlic HoaltK "Service, Health Serv* 
-icics Adjnini3tTa^iOii,M973), Publication No.-^ fHSM> 73- 
6407, pp. 5^-14, ' . . ' . , ' 



ges comprising a<arger portion with each survey 
tnro.ugh 1967. In 1963, »there were 303 agencies, 
39 percent of them pubH£; in 1966-67 there were 
759^gencies* 59 percent public. ^ 

With the passage of Medicare and Medicaid 
legislation in 1965^ tjie emphasis of service started 
to shift dramatically away from family and child 
care toward jseWing the elderly. M5ny welfare 
agencies thai^had offered homemaker seryice 
broaderi^d .their ' servic^ to Tiomerpaker-home 
health aide service, adding more persQnal ,care* 
Two factors contributed to this shift toward per- 
sonal care:.!) caring for a sick, elderly person 
required an emphasis on personal care while car- 
ing *for the children of an . ill parent required 
primai^ly homemaking duties; and 2) Medicare 
and Medicaid reimbursed only for the personal 
caVe aspects of the work. 

By 1973, the number of agencies that offered 
homemakeJ*-home health aide service had grown 
to 1,716. The pelrcent that were voluhtary con- 
tinned to decn&ase — from 77 percent in 1958 to 
28 percent in 1973. HQwever, the percent that 
werfe public also had decreased slightly ^ince the 
1966-67 survey, from 59 percent to 56 percent 
This resulted from the emergence of proprietary 
ag^tlSes; growing frajn none reported in 1966- 
'67to9perc^tof allagenciesin 1973. 

The^extgnt to. which agencie&^ hajj shifted the 
emphasis of siervices by 1973 is remarkable. While 
half of the agencies served only families with 
children in 1958, the portion decreased to 5 per- 
cent by 1973, with parent^child care accounting 
^or only 11 percent of liomemaker-Kome health 
aide service in all agencies. In addition, many 
agencies — 14 percent of the total in 1973— were 
established to serve only aduUs. 

Health agencies. While wejfare agencies were 
slowly broadening their Homemalting/service to 
include personal care of the elderly, health agea- 
ci|s started to add homeniaker-home aide -service 
to their in-honie services. Health agencies that 
offer care in the home' had long provided skilled 
nursing services. *Some also provided home health 
aide service^ as a supplement to-the nursing servr 
ice. However^ with the passage of Medicare and 
Medicaid^ many other health agencies that previ- 
ously only offered.skilled nursing services added 
home^health aides. This followed ^om* the Medi- 
care and Medicaid legislation. In order to provide 
home services Under Medicare, a certified home 
health agency ihiist provide skilled nursing care 
plu^^t least one other-service — physical therapy^* 
speech , therapy, occupational therapy, medical 
social workj or home health aide service.* Since 
both homejnaking an^ personal care (health aide) 




services^are needed to maintain a sick person in 
the hoirie, and since other Social Security Act 

, Titles "(formerly Title VI^ow Title X;C) reim- 
burse for Jioitiemaker services,, a large number of 
home nursing Agencies introduced homemaker* 
home health aide service when ihey applied^ for 
certification bjB a Medicare and Medicaid provider, 

, ^ certified *home healthlag^ncy also may subcon-^ 
tract thfe home health aide service^ prompting the 
growth of homemaker-hom^^ftealth aid -servtce 
agencies. These agencies thjS' ijrovide only this 

' single^ service comprise 24 percent of all^encies- 
ihaj ofFered'hometnaker-home health aide service 
in 1973,. . N . ' 

i^^mbined r^/e. Combining the,wor^'don*e by home-^ 
makers welfare agencies and home hi^ljtti aides 
in health agencies into a single occupation was a 

[ logical step. Certainly^ the homemaker provided * 
som^ pej;aonal services as needed, such as helping 

Ah6 Mck client into and put of be^. Similarly, the 
horhe iMQElth aide would perform various home- 
miking services, such £LS tidying up the sick 
dierii'js i^«om^ ^3<^th personal and homemaking 



services are quired to en&ble persons to 
remain in their homeg. If two di^^ent persons 
ha^ to serve each client — one ht^ni^aker and one 
hqme health aide — the duplicatioAfmi time; effort, 
^personn^, and money would be^premely waste- 
ful/ To avoid such waste, HEM^evel9ped stand- 
ards in '1965 which establjshedj|at a single per- 
son, the homemaker-home healtMaide, would pro- 
vide both homemakihg and p^rjmial care services. 
The?3e standards were furihe^arified and prin- 
ciples for quality of jcare enunciated in a 
1963 conference sponsored bj^iEW- 

Tn actual practice^ aggncij^use many different 
titles — hpwTiejTialter,- home^^alth aide, home- 
maker^home health aide, in re- 

taining th^ titles of honiemaker or home health 
aide results from the fra^^i^ntation of the^public « 
funds for ♦the services-^T^^edicare Medicaid 
reimburse for th$ pera^imf care idsl^is.of a home ^ 
'healtfc aide,' while Titfep^X .reimbuses for ^e 
tasks oJF k homemaker..^^^^ddii)On,.the State train- 
ing requirements fqp MMemakers, if any, usually 
differ from the Fedl^'and State, training re^^ 



quirementri.^ for home health aide^- This has en- 
couraged ^ome iigencieri to retain two distinct 
types of e m pi oyee>—hu me makers and home health 
aides, AIth6uii^h varinu** titles may indicate differ- 
ence^ in tht; umphasi.^ of i5er\ice, generally home- 
makersi provide atJt;a;it minimal pefs6nal care, 
when retjiurud, and hbrrte health aides provide 
\ some necGiisary homemaking services. Section, D 
yof Part I further explores the relationship b6- 
\tween funding tind the j^ervices provided* 



C-\Characteristics of Agencite 

lis' section reviews the characteristics of the 
agei*ci,ei5 that provide homemaker-home health 
aide-J\ervicei^ — the iroals of the services they offer^ 
who tWy serve, how the agencies are organized 
and staffed, and ^hat additional services they 'co- 
ordinate wi'ih the help of volunteers. All of these 
agency charicteri.^tics affect the supply and de-, 
mand fu\ homem;iktr-hume health aideSr.The dis- 
cuiiiiiun is based almost entirely on unpublished 
data from a 1973 .purvey conducted by the Na- 
tional Co*arfcil*for'I^mt;maker-Home Health Aide 
Ser\ices* Jmder contract with HEW. The associ- 
ation surveyed all aifehcies that provide-home- 
maker-home health aide services. Results of.this 
survey supply the m^at recent agency data.; 

The homemaker-home health aide sernces that 
agericie^i offer can be viewed accOT^ding to their 
goals. The srrrveyjdentified four gc^als^ service; 
substitutt; for parent caV^, maintenance of func- 
tioning, impru\ed functioning, and higher quality 
of life.0tuft :yagencit;3 offer services to accomplish 
at least two of the four goalsr . 

. • 56 percent provide substitute and/ or supple- 
mentary^ parent care fori;hildren ; -^i ' ' 

• 83 penent offer supportive serviees* fon the 
aged and or disabled, with the goal of main- 
tenance ; ^ ; f ^ 

• 84 percent offer personal care and rehabilita- 
^ tiqn,*\\ th the goal of improved functioning; , 

• 64 percent offer .service to raise the quality of 
life of 1 he individual or the family. 

While these data describe the availability of 
services with various goals, response to another 
survey question reveals ther relative frequency 
with which services'to accomplish each. goal was 
provided, JThe agencies, taken together' give an 



^ ^Thc American Assooiiition of Retired Per sons- Natloniil 
Rttjr^d Tonthors As^^ociation has funded The National 
Counoft for Homemakor-Homo Health Aide Services to com- ■' 
pile n (directory of a^noies that prOvi^te'llomCmaker^homo 
health ai^e aervioeSj Data was to be <:qt)cct«d in 1976 and 
the dimtory was to Jbe 4»t|bl^shed in 1977, 



average of only 11 percent of their servica for 
substitute' and or* supplementary jjarent Jchild 
. care. Supportive ;;er\ices for maintenance^com- 
prise 35 percent^ riervice.^ for improved function- 
ing make up 27 percent, and activities; tcf,raise the 
j)uatity of life comprise li percent of all serA^ifces 
provided. (Jh^^remaining^H percent presumably 
is given to service with* some other goaL) 

Some clients ai^ recuperating from an oper- 
V ation and need dailjijhelp for one or two weeks. 

Others have chronic medical problems and need 
■ help for one or two half-days a week for an in- 
definite period of time. At times^ homemaker- 
Jiome health aides worli with f!miilies when the 
mother is convalescing^ from an illness and there 
are small children who need care. Most clients^ 
"however^ are eld^Iy persons who either live alone 
or with a spouse who also has pwajlica^ problems. 
Usually tffe clients have no family or friends v^o 
can provide the care that is needed. 

Even though most^^lients are elderly persons, 
eighty percent of all agencies surveyed provide 
homemaker-home health aide service both for 
families with children and for adult families and 
" individuals. Five percent serve only families with 
childreiT^ and 14 percent serve only adult families 
^nd individuals. 

Agencies that provWe homemaker-home healOi 
aide service are evenly distributed among urban, 
and rural settings. Thirty-six percent ace pri- 
marily rural, 37 percent are primarily urban and 
27 percent are equally lirban^and rtiral* The dis** 
tribution of agencies by the population size of the 
area served is only slightly more varied: 25 per- 
cent are in an area of under 25,000 population; 32 
percent in,an area from 25^000 to 100,000; 25 per- 
cent from 100,000 to^5()0,000; and 18 percent over 
. 5O0,OpO^P ^ 

Qrganizationul* Structure ^ ^ 

y Agencies thatj^vide homemaker-hom^ health 
'aide ^ervice va^r by the number of servjfees 
offer®!, the number of units, and the agency con- 
trol AlKof these" differences have implications for 
staffing. A small multiservice agency whose main 
service is profession>ftl-nursing< may employ only 
a few Glides, whil« *glgencies that only provide 
homemakep-home health aide^ services generally 
employ larger lumbers of aides. Data that reveals 
differences ambng public, proprietary, and Volun, 
tary agencies is valuabletto infortn-public policy 
decisions. * ' 

One-fourth of the agencies that provide home- 
makei^home health ?iida service offer this service 
aloHe. The other tKree-fourths are -multiservice 
agencies, offertjig "homemaker-home health aide 



service along with, at least one other service* such 
as skilled nursing, thei^py, or spcial service/ 
Chart 2 displays the types of multi-service agen- 
cies that offer homemaker-home health aide serv- 
ices. Agencies that provide iie^th services and 
agencies that provide social welfare services each ^ 
comprise about 40 percent of the nlulti-service 
agencies, three percent are agencies that offer 
both health and Social ?velfare services, and 15 
percent are other agencyjype^ Community nurs- 
ing agencies such as visiting nurse assoctati&ns 
comprise over half of the^health oriented agencies , 
that offer homemaker-home health aide services 
Other health agjaicies that provide homemaker-'^ ' 
home health aide, service include health malnte^ 
nance organizations, mental health agencies, OEO 
neighborjjood health centers, and prepaid health • 
pbns. Family or child welfare agencies comprise - 
over, half of the social welfare oriented agencies 
that offer homemaker-home health aide service. 
Agencies other than health and jvejfare agencies 
that offer ^omemaker-Home heafth aide service in- . 
clutie agehc^es {or the aging> educational institu* 



tions, religious organizationsi Modd* -Cities, aud 
urban renewal projects. 

* An analysis of these multi-service agencies dis- 
tributed by other agency characteristics gives a 
more detailed picture of homemaker*home health 
aide services. Agencies that' only serve families^ 
with children- comprise only six percent of all 
agencies that offer homemaker-home health aide 
service; the great majority of these agencies are , 
family and child welfare agewrtfes. Agencies that 
only serve adults comprise 14 percent ^f all agen^ 
cies; over half of these are community nursing 
agencies/ ^ , * 

Ther number of units in agency affects 
staffing patterns. Multi-unit agencies generally 
have^ more administrative positions than single 
unit agencies, i^ven if the total number of aide^ 
employed is greater in the single ui^it ageijcy. 
Two*thirds of all agencies have only one unit, 10 
percent are agencies with'satellite offices in the 
same metropolitan area, and 24 percent are orga* 
nizations, with a central office and one or more 




agencies located in a different metropolitan area. 

Control The survey reveals some differences in 
emphasis of service and clients according to the 
agency's control. Over half — 56 percent — are offi- 
cial public agenc^s (administered Jjy a govern- 
ment unit and supi^orted by tax funds) ; 28 per. 
ceiit are voluntary (administered by a non-profit 
organization and supported by earnings and/or 
contributions) ; nine,percent are propriety (ad- 
ministered by an individual, partnership, of 
profit-making cqrporation ) ; and seven percent are 

* combined public-voluntary (jointly acimiiiistered 
by a voluntary group and a government agency, 
and supported by both tax funds and contribu- 
tions). Almost three-fourths of all agencies that 

, serve families with children ^re public agencies—: 
none are p;*oprietary- When questioned whether 
they provide, supportive jservices for the aged 
and/ot diaabied with a goal of maintenance, otily 
six percent of the proprietary agencies responded ^ 
, ho; while 20 percent of the public agencies an- ' 
swered in th6, negative, iProprietery ageripies also' 
answered* no less often when asked if they offer 

> / ' ^- ■ ' ^\ ' ^ 



^personal c^re and rehabilitation with thb goal of 
improved functioning — fivB percent negatijtte r^ 
sports^ compared with 18 percent ifQr puliliirand 
public-voluntary. However, proprietary "agencies 
of£er services to raise ihe^u^^ of life less often^ 
, than public agenciest reidy{AiK;n^ to thijs q^H^tionn 
57 percent o_f the tip** con^ylSe^ percei^T 
by public agenciesl/^ ^^^^^^ ** 

Taken together^ these data rCT^l that proprie- 
tary agencies more often offer a broader ranjge of ^ 
. basic services tlian public .or voluntary' agencies* 
Conversely^ public or voluntary agencies are jpofe 

^ . likely than proprietary agencies to specJajt^^ by 
serving a particular a|:e group or offering a pa^- . 
ticular type of service- Howeyfert public agericies. 
are much more likely tjian j>roprietaiT/>^encies to ' 
offer services beyond basic jnaintenancV and re* 
habilitation. An explanation for the g^e^ter em- * 
phasis on raising the^t|iiaJitor. vf fife Jby puWic 
agencies may intluderlT^ desire of the public 
agency to speed along the process tff regaining 

* independence to the? point .tl)at the service. Li, no v 
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Joiiger ne^cied? 2) the fact,that pubIic;^onie^jire.^ .wnile Ies§ populous, areas th^t could ^not sustain a 
j^ayihgfon the service, not tHe client who usually .j^^^pfofitable business. must rely^ on' agencies sup- 
on]y^(a^npayfor^sicmainteriaJleeandr 
l^Hpniand/mostjmportantly^^K^^^ jg^ff^0> ' " ■ ' 



life usually.'is* higher fot those 'Ui^t^_\srho:caii'i^' 
.aflford^to purchase th^^ervice t^ajj for tBose y^ho 
receive'^^the servic^e through a^pubfife health or weU 
' fare agency. , \ ^ . * / ' ^ 

A- further insight into the^structure of agencies 
that offer homemaker-hoine nealth a,ide services 
. results from a cross comparison of th^ agency con- 
trol with the urban-tural charact^ of the area^ 
; served (see charts 3 and 4,) Ovei^half of all SLQ^n'"^ 
cijs under .public fcontrol serve rural areas,, ahd 
!8^erceht of alf kgeiicies that serve rural areas 
.Mje. public. Over half! ^ all ydluntary agencies*, 
, / aarvje urbap aj:e£?sj,ana 40 percent^ o£ .all urban 
f iftfehcfes are*void^gp'. Efopn^^ 
' HfeSyily concei^trated, in urj)ari are^S^74 jgercent^ 
comprj^ng 1& percent of.all urban agencies. This 
^paftei^'^dHows^n e?:pected course/ as areas wi^ 
^'^^ojiujatioh of sufl<iient si^'fo^ASSure a large 
;dieriteie att^ct ajgencies thai must earn a Rrofit> 



/A wide spectrum of staflgng patterns .refieats^ 
this -great variety, in .organizational structure* The 
number of aicles employed is a major determinant* 
of the number of supervisors and the number of 
layers of managerajent required/ Whether the 
agency is multiserta^^or offers only homemaker- 
home health aid^ Service is anot^gr iriiportant fac-., 
toV. The. degree lb, which the agency is committed 
'to.<Juality,of care,tas evidenced by close supervi- 
/sion of the aide^, al^ in^gerices stafti|ig patterns. 
Job. title$ are spt uniform ; the f qllowiiig ^amp]^ 
"^^" **'^ liiror6 cpmmon titles for staff positions. ' ' 



,use^ 

^ A*g^^,pufe^icJiealfh agency, may employ five 
h^^al^&f'home health aideg^, seyer^l./^nursesr 
and k/physjcal^^ ]ftera^>i§t. The staff may include^* 
one administrator ; one directoi' of ier^Vlce, Tvho re^ , 
ceiVes requests for sei*vic^ and^assign^s p^ofeSsipn- 
als and ai^es ti> cases ^s requiredi and!one Add 




^^^^ " 



sjjgervisor, who oversees the work of the riuiises,^ 
/therapis^fcs, and aides-'A small agency that offers 
only/ homemaker^home h^lth ;iid^ service may 
employ 'XO aiSes supervised by one professional 
Who Vs a registered nurse or a social worker- The 
administrator in an agencjf^of this size may per- 
fcffini all .of the remaining jobs, such as answer*- 
ili^ ; JTeqUests for the service and determining 
Which.<^ses to accept 

^ . Attlie opposite extreme, d large agency that of-' 
fers only homemaker-home health aide {service 
'may employ 150 aides; 10 field supervisors (one 
foj'eacK Tl5 ^i^), who are registered nurses oc/ 
soiEsial Ta^orkers; 2 directors of service, eac^ supe 
vising 5 field supervi&rs ; a , director of training; 
ah assistant^fLdminiBtrator; an administratt>r; ^d 
,^parate departments fc^r biUing^nd payroIL A 
Jir^e fhpltli^e^ ageiicy coiild have a, similar 
:^3tructurei with\the/field supervisors overseeing a 
'^team 'of nuifses,, jtherapistjSt social workers; and 
:aldes* ^ y ^ ^ ' ' 

The average number of aides eanploye'd per 
agency in;J&78^was^ iull timft 10 paxt 



time, and eight on caU-"Jf,onIy homemaker-home 
health aide service i$ offered, this agency may. em-' 
ploy two field supervisors^ a dir^tor of service^ 
a*hd an executive director* . ' " , , - 

The ^ecutive director and the assistant. dire<i- 
tor positions usually require a -masters degree in 
nursing or social work and administrative experi- 
ence- However^ some agencies^ mainly the prqpri- 
mcs, prefer persons who havje a background in 
lioness administration* * \ 

' Support Services 

. Most of the agencies that offered hoihemaker-( 
home health aide service in 1973 also offered at' 
least one nonprofessional suppo^ive g^rvictt-^ 
personal or homehiakihg serVice offered separately 
^from regular homemaker-home health aide service 
(see eha):t 5)* Just ov^half of^all agencies offered 
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This average number, howev^r> Is not a typical agency 
.^ze, Ko3t:agencic3'^i*e smaH<^r, but a , few are much larger, 
causing the arithmetic mean to be a misleading measure of 
central tendency* Part II discusses thia fukiher^ 



information and referral s6rvice> directing per- 
sons who cpntact the agency ^or help to other 
. sources for meeting their needs> Thirty-five per- 
cent of all agencies offered transportation service^ 
driving clieftts to medical appointments or stores* 
Thirty^five penfent also provided shopping service, 
*Iiiiying.grOcer)es Or personal items and delivering 
Jhem to the' client^ .Thirty-one percent provided 
telephone reassurance* re^larly calling persons 
who live alone to check that they are welL 'fwenty- 
eight percent offered bath service as a special 
service apart from regular homemaker^home 
health aides' duties/ Twenty-tme percent co^r* 
dinated a friendly visitor program/ providing 
companionship and convei:sation periodically for 
homebbuhd ^lersons who live alone. Nineteen per- 
cent provided food service'^either in a cohgregjite 
setting or delivered to the home (meals on 
-wheels). Eighteen percent ofl^ered an escort serv- 
ice* accompanying^ the 'Client on trips to physi- 
cians* offices or stores* Only 14 percent of the 
agencies offerfed special cleaning or repair service. 
This is surprisingly low since this service .would 
be a natural extension* of homemaldng duties and 



since performing routine maintenance and occa- 
sional heavy cleaning aVe essential for maintain- 
ing persons in their homes^ Only eight percent of 
the agepcies offered hair eare as an ejrti?a^rvice, 
In^Tnost agencies^ routine hair care, as neecUd, is 
included in normal homemaker-home health aide 
duties. ^ 

Chart 5 also shows the extent to which the 
agencies nse volunteers for each support service* 
Almost all of the agencies that provided friendly 
visitor Service used volunteers. Sixty-three .per- 
cent of the agencies that offered §ome food service 
and 57 percent that offered transportation service 
us^ volunteers. With the exception of escort serv^ 
ice, in which 43 pei^centof the agencies used volun- 
teers, less than one-third of the. aj^encies that 
offered the remaining support services used vol- 
unteers in the provision of these services. 



D* Reimhursepient Problems ^ 

Payment for home maker-home health aide serv- 
ice comes from a variety of sources. Some agen*. 
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cfes charge fees whiW others do not, rec^ivin^ 
payment msteafI*from charitable'contributions of 
public funding sources, or b«th. "jThis section ex- 
plores the niaze of payment sourceg* examines^ 
some of the. specific problems with Medicare and 
^ Medicaid, aiad*brielfy reviews some of the current 
.^discussion concerning possible changes In public 
^funding forhomicare, ' , - - 

JSources of^Pa^ni^ht , , 

Most^genciea draw their income from a com- 
bination oi three sources — the client, voluntary 
contributions and public funds; 

The )^tienL Mbst hgenties retrieve at least part ol 
^^he cost of Homemaker-hom€^:health aide se*:}rice^ 
^ by chalking the client aiee,^Twenty-seven percent 
of all agencies, hay« one fixed fee for all clienV 
(that does not necessarily cover Ihe cost of sery* 
ice> ; 41 perc(^nt have a sliding fee s€ale {that ihay! 
rah&e from full r^coveiry of CQst^tp no fee, depend- 
ing; on ability of the client to paj)') ; and 32 percent ' 
\^Af$e no fee-^phart 6 pictures the breakout of fee 
arfan^eme^t^^ by agency coiitrol, and jchart 7 de*,. 



picts the distribution pf agency control by fee ar- 
rangements, . ' 

Ninety-two percent 'Of all agencies that charge, 
no fee are public agencies — the service is com- 
pletely financed through public 'funds, Howevfer^ 
only 52 percent of the public agencies charge no 
; fee; 30 percent havie a* sliding scale; and 18^er* 
cent charge a fixed- rate. Although public, agencies 
mainly serv»e low iricome persons, the charge of 
sohie f^ by almost half of these agencies demon- 
strates an attempt to recover j>a^ of the cost of 
providihgj^^rvice. In many, cases, the^ fee also 
reflects th<?^hilosopHy that a token payment is 
psychologically ptefeyable to a free sefvice, 

Voluntary^agenjcies charge the sliding B^ale fee 
most often; Forty^eve.n percent of all sliding 
scale agencies are voluntary and 69 percent of all 
voluntary agencies Rdve a sliding scale. Since 
b^c soui^e of funding for voluntary organiza- 
tions is contributioTls (for exajpple, the United 
Way), and since this is ^n extremely. limited fund-, 
ingsogrce, vojunlaxy agencies recover as much of. 
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the cost as possft>i& through fe^* 

Eighty-five percerit'of ail proprietary ^encies * 
charge a fixed fee. At the time of the survi&y^Med- 
-icare and ^tfedicaici reimbursed proprietary ,agen- \ 
cies for home health c^re only in those States that 
licence these agencies {11 States in early 1976)/ 
Therefore most proprietary agen^Hes had .to jre- 
cover all costs* through the fee paid by the client. 
However, in August 1975, HEW issued proposed 
regulations, permitting public and volltntary agen- 
cies to arrange " '^ith proprietary ag5ericies for 
home health services urfder Medicaid. Under these 
proposed regulations^^still nbt.iinsi H this writ- 
ingt the contracting public and voluntary agencies 
would be require'd to assume control and super- 
vision of their services as if they vv^re providei'by * 
their own employees.' 

When a fee is charged, the client almost always^ 
pays it "out of pocket:'* However, in some cases, 
private health insurance policies reimburse, for ^ 
Dart or all of the service. Very tight retitfictions 
gT>vern these Jt>epefits, which insurers generally 
pay only if the person otherwise would be hosjpi*^' 
talized, resulting in a cost saving to the insurance * 
coi]!fpany, / / 

' ' ' / 



Religious groups sujfi as the Council of Churches, 
Jewish Homes, antyCatholic Committee onjAgiDg 
^re additional soi/ces of contributions for home-, 
maker-home heaLfh aide services. 

^ Pmlk Junds. jV variety of puWic programs^ pi'o- 
vifle fundi- to ^purchase homemakcr-home healthy 
aide^service.JThe basi(i source of public fifti<Jing' 
for the hom/n'aker portion of the service is Title 
XX (repla/ttg Title VI) of the Social Security 
Act, whictf^authorized pajnnent tot social services 
(see Tabfe 1.) However, each State determines' 
the sociftl ser\icea to be funded under Title XX, 
defining the services and any quality controls-for 
delivflfry of the service. Therefore* even if a State 
fun^ homemaker servii^e, there may be little or 
nojl^rofessional as?Bssment or supervision of the 
Juker- There is a /Veiling" or limit on the funds 
Mailable to each State under Title XX, and the 
/state is rel^uired to match the funds used* 

By contrast. Title XVni of the Social Security 
Act (Medfcare) reimburses for personal care per- 
formed by, a homemaker-home health aide in 
specific circumstances, Jt does not have a limit on 
funding (is open-ended} and does not require 
State matching iunds.Title XIX ^Medicaid)* that 

\ 



Table l' Comparison of Titles ^V^I, XIX, and XX 6f t^e Social Security Act 



Social Security 
Act^ 


Service 


target 


\ ' 

* ' e 

Duration 


Limits on^ * 
funds 


Utilization of 

home carre 
^ provisions . 


Quality control 
,^ in home &ervic^ 


tituXvnr 

pieaicare 


Health (per- 
sonal care) 


Elderly 


Short-term, 
acute care 


Open-ended'— 
no state match- 
ing 


tJriderutilize<5 


^Federal 
standards 


Title xrx . 

medicaid 


Health (per- 
sonal care) 


Poor 


Short and 
l^>ng-tenn 
(acute and 
chronic) ' 


Open-ended- 
state matching 


Underutilized 


Combin^ed 
Federal and 
State Standards 


Title XX . 
(replaces Title 


Socialfliome 
making) " " 


Poor and 

low-middle 

income^ 


Short and 
long-teiHi 
(acute and . . 
chronic). 


Closed— 
state match itig 


High 

utilii^ition ^ 


States set ^ 
standards 

* 












r 





Contributions. While most voluntary agencies re- 
, Cover a j)art of their costs through fees, .these 
agencies rely heavily on contributions to meet 
their annual budget. The United Way is the basic 
source'for contributions. Disease related charities 
^are alsct, important source^^Cancer Society, 
Heart Fund, Vnited Cerebral Palsy Association, 
Easter Seal Society^ Lung Assbciation^ and otliers. 



'The, effect this cti^Tige in reflation would haVc on the 
number 6f proprietary agencies or on their fee arrange- 
ments is unknown at this 'point. 



reimburses fcr p^r^onal services, ^has fewer re- 
strictions than Medicare. Like M^cjicare, it is 
open-endeSj and^ like Title XX, it mliist be matched 
by State funds- M^ny states currently are spend- 
ing up to the legal limit on Title XX services. The 
amount devoted to homemaker-home health aide 
service varies-" in some States^ aJsspuch as 24 
percent of Title XX funds are beirJfe used for 
horSemaker services. By contraBt^^Medicajre and. 
Medicaid, funds — which are^iot subject to ajioUar 
'^ceiling" — are used very little fol: home h^lt^h 
services (less than 1 percent of all Medicare and 
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Medicaid expehdijturtjfi). "p^e Government Ac- 
coanting Office (GAO) ^p!eted a stuily of the 
tmderutiliiJAtiun of hojmejmealth care benefits un- 
der MeiiiearL; and Me^i^id in July, 1974. " The fol- 
Itiwini; i.s a.Vc-rj" br}^ iiiimmaryof tht;ir findings 
and r*;conimeridati6ife, 

^ 0' " « 

.Medicare honied, health benefits emphasize skilled 
Hunting tare, rmnbur:^ing the c^>st of only th^ pei> 
j^onui Care s^rv^ce-s of a home health aide, and only 
^ if the uiieiitjijdo needs profesdtional nurcsing or 
* therapy care^ A ph>;sicjan mudt^declare n patient 
homebounth^nd pre.scribe the home hyalLh aide 
,i4(5r\fice, l^hich is limited to IGO visits per calem^ar 
^ y[^Ur and per illness. F'art *A of Medicare miuires 
' h6^pitii!i2ratioii of the'clierlt for at least 3 days im- 
mediately prior to prescribing home health care- 
Fart B/toedical s^asKrance, does not i^equire hos- 
pttuluati<in for home health care eligibility. 

J Krum the begimiio^of Medicare, fronftiiiion bur- 
grounded t^ie home health care benefit^. Inconsis- ■ 
teneie.s'in the coverage of ^efvices and number of 
xis^'ii^ for specific illne^iies caused majo^* problem 
for pri^iiling agencies ivhen payment was denied 
for v^erviceri that had already d(^n furnished- This 
r^tiVjuctive denied of payment wai* particulary de- 

^vafetating to nei\ agencies. As a result, Medicare 
e;xpenditiires for homje health benefits declined-be- 
tween 1970 au^ 1973. GAO recommended that the 
Social Security Administration increase its efforts'*- 
to assure unifoj^m guidelines for home health 
benefit}^, and that they encourage .health prOfes- 
isionalr?' awareness and support of home health 
x:afe. • , 

If ^ . u 

Medicaid provides broadei home health cover- 
age that Medicare. Home health services is 9. re- 
qi/ired benefit under Medicaid, and home-health, 
aide ice is a required "component^under that 
benefit* While both Medic^^re and Medicaid require 
that services by provided by a certifietl home 
heaJth agency. Medicaid does not demand that the 
client be in need of professiopal nursing of 
therapy services to cjuaiify for personal care by a 
home health* aide. Instead, anyone who i^ eligible 
for sikilled nuriiing home services- under Medicaid 
also Is' eligible for Medicaid coverage of home 
health services* In {iddition the services for which 
Medicaid reimburses ^e broader, including pre-^ 
ventive care. Howeven as with Medicare^-tlie spe- 

, cific covered services are unclear, and* aj> a resultr . 
the States differ widely in their Medicaid cover- 
with many States offering little or no home 
heaitji aide care, ^he GAO recommends that the.^ 
Social atid Rehabilitation* Service clarify th^spe-. 

, cific home health services that must*be included in 
Medicaid coverage, encourage the use^ of, hoifie 
health cari^^when jtis less expensive than institu- 



tionalization, encour^se the States Xo establish 
payment riUes;^that adequately cover co^t of th& 
ser\ice, jind a^ciist the agencies in their^attempt to 
increase health professionals' awareness of the po- 
tential of home health care as an alternative to 
institiitionali^tioh. ' ' > 

White Titles XVIII, XIX,^n<?XX of. the Social 
Security*. A^ are.-pf fQ;remost importance ' as 
.sources of paUi^ funds for homemaker-home 
health aide senices, many ather public funding 
sources exist — special need' welfare 4jrants, ''after 
care" mental health programs. Model Cities 
funds^ Revenue Sharing funds, and Older Ameri- 
cans Act^itle III funds for start-tip grants* 

Public funds, the mai^ source of reimbursement 
* for h^memaker-home health aide service? in pub- 
lic agencies, also are an important payment source 
for- many non-public agencies. Public agencies 
of ten^ purchase homemajcer-home health aide serv- 
ices under contract. For example, while some pub- 
jic health or 'welfare agencies employ their own 
h^memaker-home health aides, many others con- 
^ tract \^ith voluj[itary agen(;ies'to provide the serv- 
' ice. Ill other cases^^oluntary home health agencies 
such as*visiting nui-se associations may subcon- 
tract witff another agency to pMvide hOmentalcer- 
home heait^h service-;/ \ 

Lonff'Term Care ^ \ 

Reijnbursement problems are grave^^n the case 
of eldei^y persons,who inquire long-terr?\care for 
chronic health conditions. A variety^of l^ttings 
provide different levels of long-term care. Skilled 
nurslng'faciltties provide the highest level of care, 
followed by intermediate care facilities, which 
provide Jess intensive nursings care. Personal care 
homes serve perspns who are unable to live alone 
. ^but who do not require nursing. supervisibn+^ 
HoriiLemaket-home health aide services, combined 
with oth^r in-home services, provide long-term 
care for persons who do not require 24-hour per- 
sonal care.^ 

Appropriate level of care^ M^ny of the one million 
or more elderly people in' institutions are not'H- 
^ ceiving appropriate care/ The principal problem 
is placement in facilities whose serviced are more 
elabora^te and, costly than necessary. Mliny person^ 
in 'Sfkilledf nursing homes could receive ade(juate 
care in an^ntermediate cate facility, per^pnaTcare 
ti^me^ or eve*ri 'home care* The same'^ situation 
exists in intermediate care facilities and personal 
care homes, where many persons receive more ex- 
'tensive Services than are necessary* 

The most under fttiliz^d fornl of long-term care 
is home care* Great discussion has developed over 



home care as^mi alternative to instittitioiial*care. 
Actually^ as is^ stated abovt:^ many elderly people 
need institutional cuVe- Hi^ue\er, institutional 
care often hi used wheo home care is more approp- 
riate. Two criteria can determine the appropriate 
level of care;*l) the least costly level that pro- 
vides the needed care^ aVLd.2) the level that most 
satisfactorily provides the needed care, regardless 
'of cost- Many European countries follow the sec- 
ond criterion, providing extensive and costly Fierv- 
ice in the home/ However, the two Criteria ofteti 
wouW dictate the same level of service. If a per- 
sonfeoes Hot require (24-hour care, home care is 
genSrallyi^ the level_ that mo.st sati.sfabtorily pro- 
vides the n^^tdjed care- (since providing more care 
Jthan^nece:5sairy encourages deptfnilence instea<l of 
helping the^^Iderly per^^oH rega^ independence). 
Numerous studies show home (fai^^ to be Ies.s ex* 
pensive than institutional carJsAvhen the client 
can remain in jthe home with routine hom'e serv- 
icesJ ^ However, regardless of the criteria, used to 
determine ^^appropriate** care, the lotig-term care 
given today to large numbers vt the elderly is in- 
appropriate, since placing person^s in a higher 
level of care than necessary eneourages needless 
dependencie and is generally .more^experisive. 

I 

Financing ton^-tom home maker-home health 
aide $€7inces. Sources of payment for homerhaker- 
home health aide i5ervice5 vary aocorditlg to the 
nature of tKe client's condition. As was discussed 
aboye^ Medicare' insures the short-ternn aciite 
care client — it covers home health aide service* 
only as bng gts the elderly person also requires 
' skilled nursing care; and Jt is limited to 100 vjsite 
per year and per illness. Many States extend this 
limitation to Medicaid aJi?o, aghinst thfe intent of 
the lawJ^ Medicare (and in some States Medicr 
aide), then, pays for personal care by a home- 
maker-home health aide only if the elderly client 
requires short-term^ acute care, and does not pay 
for homemaker service at alK 

' ^ If clients need long-term care, or if they need 
perjsobal an;d homemaking care but ate not so ill 
is to require skilled nursing care, the sources of 
. payment depend on the ability of the clients to pay 
for the service. Persons who can afford to pay can ^ 
purchase the service, from a proprietary agency 
or, in some cases, from a voluntary agency (sub- 
ject to assessment of need for the service). Per- 
sons who ■qualify for welfare may receive the" 
service l5ider Title XIX or Title XX of the Social 
^^curity Actr, A smajl number rhay qualify under 
. pne of the other . pubfic sources mentioned aboye. 
The' great majority of the elderly^ .hc^wever, 
neither q^yalify for welfare nor can pay for tlie 
service for an extended time; voluntary agencies 
are their only hope for receiving the service. With 



limited contributions as the source of payment^ 
the voluntitry agencie^i can seiTe only the persons 
mosit in needi turning away the majority of ap- 
plicants- 

Alt^niative ftai^luig i)t'oposals. Persons concerned 
about care ot the elderly suggest various improve- 
ments in providing homemaker-home health aide 
service and making it available to persons who 
cannot afford to pay for it. Two current sugges- 
tions of service prbvjder*>^ legi.shito>'s, and experts 
on home health care for change.^ in the Social 
Security legislation are discussed here.^- 

First, service providers and other^in \he field 
- propose that both Medicare and Medicaid be ex- 
tended to include homemaking as well as Pjer^oriaL 
care. As we have already seen. Title XX re^ 
' imUurses for homemaking .services and Titles 
XVHI and XIX for health services. Some provider 
agencies Suggest that the hbmemakei*" service 

, covered in Title XX be shifted to Title Xi;X, since 
th^ target group and duration of se;wrce are the 
same Under both, and^the service is provided, by 
(he same person. This shift would release the 
limited Title XX fund^ for ^her social services^ 
woidd assure quality service under the Medicaid 
regulations^ and would relieve unnecessary paper* 
.work required to rjeceiye reimbursement from 2 
■ different sources for routine services^provided h^^ 
l-^rson.In addition, it is proposed that Medicare 

''^^^rage be expanded to include homemaking as 
well gs personal'care services. This would enable 
persorti; who cannot afford to pay for Jhe home- 
making service l^ut who a^e not eligible for^serv- 
ices under Title XX^ to receive the necessary 

. services and poiisibly avoid institutionalization- 

^^he second proposal by perspns concernecUjicOJUt 
long-term care 6f the elderly .would extend^MTedw 



CiTOpt roller General of the V'nited States, Rit^utt to 
the Conffrcsn, Hifmr Hvnlih C(nc^BeUi:fi(B Vmier Mcdican' 
and Medicaid (General AceountidK OfFicc* July tJ, IS>74)* 

Sdtct Committee on Aguig, Aniimtl Report^for the Year 
5,975 (U.S. House ot Kepressentative.^i, Select O^mmiltee on 
Aging, l)4Ut Cong., 1st sess., 1^>7G, Committee Print), page 
22. 

'^It is not our irttention to make U statement on the com- 
plex issue of eost compari^n^Obviously^ i|iov:ever^ a lim- 
ited mimber of home servicesllpuld be provided for Jess 
cobt than in£ililuti<Aiar eare. The^queiitjon of^^herc the line 
is drawn remains/. 

Comptroller General, Report to the Con^ressi pp. 35-7, ' 

flie suR*?e&tions are recurrinjr themes ^^ith service 
providers anlT experts in hom^ health care, and are inc1udo<l 
iiX the '^National Home ftealth Care;Act of t<J75" that vi^as 
inirodiTced by Kepresenlativo Edward Kooh to the S>4th 
Cbnffrtaq. Sei^ Cott^nssioml Bt^^onl Hoiisi, March l7, 1075, 
pp. Hi863^G. ' 



^ cart; eli^iWlity fyt homt; ami institutional care to 
tont'-terrp pa^t;ri/Fur humtj caru ih\6 would require 

; 1) thtF remoAul of tht limit'of lOO visits per year 
and ptr illruj^^^ anjl 2) 'tjie removal of the requiKe*^ 

- mentri for pruf^jsaional nunsing care, before home 
ht^alth carAU co\'t;rt;d. The effect of these changes 
vvould'te c^/n^ideralLilti, broadening the thvu^t of 
Medicart^ai, it add.s long-term care. The number 

' of ptir^fon^x^whu would o^y the added home health 
bt^nelita di^j}end.< on many factorti — awareness of 
their potential and a\itilability of^ the service 
vt'ouW be»jftajor determinants. If home health care 
*vvere urieil in each case uber^ it \vai> the '*appro* 
priatt;" (regardless of- the criterion, for ap- 
propriatentj^sj) * the increase in utilisation would 
be-trenjenUou^. In additioji to home care> this^ 
propoi^al Would expand, Medicare to cover long- 
term tare in ^^ikilled nujrsing facilities, inter- 
mediate K^iixt facilities, footer care> ^jrid day care, 
Since'lfedicare ha:^ open-ended funding and dofes 
not require State matching fund,s, the^codt of the 
program Coidd increase mfJernntely upder this 
proposal* " ' 

■The alternative to extending Medicare coverage 



to long-term home health care is continuance ofl 
the current Situation. ^Persons , who nee'd home 
health care but who*can*t tffTora to pay for it, vCho 
are not eligible for welfare, and who are turned 
away by voluntary organizations have thi-ee 
choices; 1) do without the service until their 
health further deteriorate^ and thej^ Kav^ to be 
in,^titutionalized; 2) enter an ITistitution (an in- 

, appropriate level of service* turniiig o\er what 
personal assets they have; or "3) pay for home- 
maker-home health aide service until per^^onal 
assets are within, welfare limitst decrease income 
belovV' welfare leveh then 3pply for welfare (in*^ 
eluding Titles XIX and XX homemak^r-home 
heatth*aide benefits). This woyVl be ii crushing 
blow fpr proud, independent elderly. With aU of 
thes^ alternatives,, public funds are the eventual 
source of payment for the health care of ^ the. 
elderly. Provision "^of routine homemaker-Jtjome 
health aid^ services under Medicare, where ap- 
propriate to prevent institutionalization* may not 
only be the' method that best preserves human dig- 
nity and happiness for the elderly, ^butlp sotnfe 

4 cases it may prevei^t more costly care ip? later 
years, financed through welfare funds. . 
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Part II. *; 

Homeinaker-Home 
Health Aides * . ' - 

Part I disjciissed homemaker-tjome, health ''aid^ 
•^fvicfes and the agencies, that provide these serV7 , 
ices. Part II describes homerrfaker-iiit>me health 
aides themselves, giving a profile of the' aides and' 
the number currently emi5Ioyed* Following' this is 
a discussion of supply isaues, and tljen an ahalysis 
of the outlook for the occupations through 1990, 
S6A(eral aifernative Employment projections are 
presented. Part II ends with som^employment im- 
plications" for supervisors and comments on var- 
ious related occupations and riiodel projects, 

4 

* * - 

A Profile of 'HtjnemakerrHome Health Aides \ 

Homemaker-home health aide** posiiess a broad 
range of perioral characteristics, expecialiy in 
ag^, ed^^catiop/and work experience 

A^QB ahcT 5^jr. Most homemaker-home health aides 
are mid^le-afeed. However^ both the young and the 
elderly wor.k-^^^as aides. The minimum .ag|;4or a 
homemaker-,home health aide is usually^fhow-^ 
ever most^gencies prefer people in their twenties 
^t least- Mdny 4gei^cies employ persons viho 
elderly themselv^es. Most of these older aides de-j 
sir&^ part-time employment to , supplement their 
Social Security income, 

^Almost all homemaker-home health aides are 
women: iyithough only a sriiall number 6f men cur- . 
rently^w<irk as aides, additional men are heeded, 
expecialiy to c^ire for those elderly men w ho.pfefer 
a male^aide, * 

Eiii^aiional and experhnce. tlxperience in home- 
making and personal care is the basic require- 
ment for employment as a. homeip^er-home 
health aide. Most agencies do not Require this ex- 
perience to be paid employment; successfully 
managing one's o^vH ho*usehold and raisil^ one*s 
own .family is excellent backgrou;id for this'occu-* 
pation. Generally, the only educational require- 
ment for employment as a homemaker-home 
Kea^th aide Is the ability to read. and write; com- 
jpletion^ of high school! usually is not necessary. 
However, courses* in home economics such as meal 
planning and family living are helpful^ especially 
for younger persons wiih less periional experience 
in homemilking. 

W^hile most agencies, do not require special 
training or previous employment in a related oc- 
cupation, there are exceptions. Some agencfe*H«i^ 
quire previous training a?; ;^nursmg aide; some of 
these, agencies aUo require ,a year*s,eXperience as 



^I'mffsing aide in a hospital or o nursing home* 
Generally, agencies that rijquire training or em- 
ploymeni experience as^a luirging aide provide 
^ Uttle ini-tial training or snpcrvifjion. Sonie agen- 
cies employ post-secondary stuileuts whose course 
work provides a background in the s^killi required, 
such'a^ nursing >;tudent*; who want the income 
from*part-tima work. Goilejje i%tudent; in approp- 
riate major fields i^uch as home ccon?)mici;"br go- 
^cial work occiii^iont^Uy can find ^^ummer work as 
aides, replacing Jiegular employees wfifo are on 
vacation, ^ ^ ... " 

Persmijil qualities, Homemake^home health aid^ 
must be' mature persons who like to help people 
and ^on't mind hard work. Although manytsHents 
are well-adjusted, self-directinjr, pleasant persons, 
other clients are less successful in copyig with 
fheir illness or 5tate iu life, Homemaker-home 
health glides, therefore, mufit have a sense of r^^ 
sponsibility, compassion, emotional stability, and 
acheerful disposition. They must be able to over- 
come afi atmosphere of depression and bring 
brightness into the day of a sick, Elderly pel^on. 
Homemaker-hora^ health aides also must be tact- 
ftU and ableio get along ^yith all kinds of people. 

In addition to these personal qualities, home-^ 
maker-home health aides muj>t have good health 
since some of their tuities such as lifting, moving^ 
and , supporting patients require* above average 
' physical strength, A physical examination usually 
is required of applicaittST*'''*^***^ . 

B, Historical and Current Employment ^ 

Part I traced the slow development of agenci^ 
tHat provide h^memaker-homc health service from 
the beginning of the twentieth century through 
the early iSfiO's (when pubUdy funded health in- 
surance for the elderly was first' intj^oduced TVith 
the Kerr-Mills ^Medical Assistance to the Aged 
bill). Agencies experienced faster development 
during the mid 1960's until Medigar^ and Medi- 
caid were enacted in l9e6*J^ery rapid expansion 
followed after this point. Chart 8 traces the cor- 
'respo:iding development in the numbers of home- 
malcer-home^ health aides employed — from 1,700 
in 1958, to 44,000^in 1973, arid an estimated 60,- 

000 in 1975, 
♦ 

Of the 44,000 homemaker-home health aides em- 
ployed in 1973, 13,000 were employcd^on a regular 
full-tfme basis; 18,DO0 were regular part-time em- 
ployees (less than 35 hours); and 13,000 were 
^ on-cail employees. Full-time aides worked an^ver- 
age of 38 hoifrs a week and part-time aides worked ' 
^erage of 17 hours a week* > ^ 

tvumU^i^ aides by employmmt sM^is. Table 2 
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silows the di>;tributiun of prij\ uliiig m;encjL's by 
the numljor of humL'm;ikcr;humo he;ilth <ucJ<;s em- 
ployed^ broken otit by employment .stiituji, (full- 
timc^ parutime, or oii-call). While nK)f>t ag^cies 
(70 percent) tmploy some full-time aides, ami 
about half (47 percent) employ some part-l/imek . 
aides^ only about-a foiiKth (26 percent) 'crpploy\ 
any on-call aiclcs^ Table 2 al^o reveals that^the 
biiJk of the aireiicies employ vary few aides^ while 
a fevv^ agencies employ an extremely^large number 
of aides* Thi.^ cau.^es't^ie a\erage (arithmetic* 
mean ) number of aide^ in an agency^ discussed in 
Part to be mueh higher* than the representative 
agen*r> . Only 16 percent vi all providing agencies 
employ more^ than 10 fulj/ime aide.^, only 20 per- 
cent employ more thu^^MO pail-time aidcs^ ^nd 
only 10 percent employ more than 10 on-call aides, - 



Table 2+ Distribution of Agencies by Number of 
Aides in Each Emplo,\ment Status Category, 
, 1973. 
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X^ftntbcr of a'g( hck\^ ogo'noi/ CQfitrol Sid emr- 
i}b>ijtnitii\^tixiiu<SAx\ examiiiation/of the breakout 
uf employment >.tatu?i by several ageticy character-* 
jstlcs giVe.^ gre;*tor inj^ight into the eniployroient 
picture/Definit^ contrasts emerge from the break- 
out by agt?i)cy control A piiWic iBj^ency is more 
likely than voluntary or proprietary sigfencies to 
employ fidl-time hpmemaker-home health aides^ 
and less likely to 'employ part-time aide^pr aides 
on call,. Sixty-four percejit ot* all public agencies 
did not employ jiart-time^ddes. and' 86 percent^f 
.alhT^ublic agencies did.noE employ on-citll^ aides. ' 

V'ov the most part^A)oth public aijd ^^oluntar^'^ 
agencie.^ empl^^y small numbers ofi liomemaker- 
Tiomo health aides. However^ many voluntary 

, agencies hire large numbers;of parC-time hom^- 
.maker honie health aides, FoicexamfHe, voluntary 
agencies compri^^e oulj; 28 percent of all agencies^ 

. Vet 47 pcu'cejit of all 4i?en1cies that employ from 21 
to 50 part-time homemaCer home he^ilth aides ar^ 
voluntarj' iigenQies, . ' . ' 

^ Moi?t proprietary agencies, op fhe other hand^ 
employ Iptr^e nuitibers'of homemaker-ho me. health 
aides, ii| -every employment status category^ with 
the emphasis on part-time^^and^oii-call aides. Nine 
percent of all proprietary agencies employ 50 or 
moi'e full-time aides, 2o''perceut employ 50 or mor 
part-time^id^s^ and 29i^^rcent employ 50 br more 

^ oo-call aides. The numbers qf proprietary agencies 
that efnploj'^bet^^'eeu 21 and 50 aides in ?ach emr 
ploym^nt status cgt^^oiT also is relatively hifeh, 
with the*emphasis on jpar^t-time atiiS^s* Twenty- 
three percent of all pi^oprietary- agencies employ 
from 21 to 50 full-time aides^ ^4 perc^t employ 
frorji 21 to 50 part*t(;pe&ides/:^rld 17 percent em- 

■pWfrom 21 to 50 on*call Glides, ^ . 

CtkrtsS, 10^ a^d I L^how these same data^ using^ 

the numbers of ag^fejicies gather than percent', thi 

emplfasiziftiLf the actual impact ^f the per-cent^"? 
Chart 9 pictures the number of agencies that 
ploy full-timVaides/ broken out by number em- 
ployed and agency auspice, X glance at chart 9* 
reveals that most^ag^ncies employ at least some 
full^ime hdixiemakVf'home health aid^^ with the 
great majority of agencies employing 10 fewer, 
^ Chart 10 shows that ,ahnost half of all agencies 
do not employ any paft^m^ aides- The public 
agencies that do emplJJy^part^time homemalter 
home health ai(les most af^en employ 10 or fewer^ , 
However, many proprietary 'ami voluntary ageft** 
cies employ from 21 to^O homemaker-home Wealth 
aides, Char^ 11 shows that the greai njajority of 
agencies do not emplo^f any^on-Wll aixtes. Of these 
Pl^blic and voluntary agencies that' do ej^ploy^on- 
call aides; most employ 10 or fewer. The great 
majority of ajjencies that^ejnploy* more ti^P™2P._ 
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Chart 9* lumber of agencies 
that employ full-time aides, 
by number of fuil-time aides 
^ and by agency control^ 1973. 

C ACCHCIES 
UOOp ' 



Chart le; Number of 
agencies that employ part*. " 
time aides, by number of -part- 
time aides and by agei^cy 
controU1973. 



Chart U. Number of 
agencies that employ on-call 
aides, by number of on-call 
aides and by agency control, 

1973. \^ y 
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on-call homemaker home health aides are pro- 
prietary* ' ^ 

Number of Mides by other ageney ekaraeterisj^ies. 
The breakout of the employment status of^ides 
by other employing agency characteristics yields 
less spectaculdtlflformation. Rural a'gencies are 
more likely than urban^ to emplgji, five or f^y^er 
aides, and urban are more likely than rural to! em* 
ploy six or more aides in alt employment status 
categories. Agencies that serve only adults are 
less likely than other agencies to employ full-time 
homemaker-home heajth. aides, while agencies that 
serve only families with children ajre'Hess likely 
than other agencies. to employ pa^4ime 'home- 
maker-home health aides. This follows from the^ 

•diiferences in the nature of the work in the twp 
types of agencies — substituting for>-mother is 
an all-day job, while'helping an elderly person 

- generally requires only a few hours *a day, one or 
tTjro days a»ii?ireek. " * ' ' ^ \ 

Com^jnunity nursing ^gencles are less likely 
than other types of agencies to hire *fujl-time 
homemaker-home health afdes and they are m^ore 
Jikely than other agencies to employ from one to 
five part-time aides* By contrast, family;child and 
other social welfare agencies are less likely than 
other types of agencies to hire part-time aides, 
and they are more likely to employ from one, to 
fl^e ftill-time aides. These statistics characterize 
most community nUrsing agencies as stalfed by 
'one^to five part-time aides^ and most welfare agen- 
,cies that provide homemaker-home health aide 
service-as staifed by one to five fulUtime aides* 



Projections 

This section contains projections of (IX employ- 
ment requirements for homemaker-home health 
, aides in 1980, 1985, and 1996; and (2) annual' 
oj^ings through IddO, that is, the sum of job 
openings resulting from growth and replacement 
-needs. ' 

^Requirements ^. ^ 

Two basic approaches can be taken in project-t 
ing employment requirements. One ifietliod at- 
tempts to determine the number of persons 
required to provide some ideal Jeyel of servicja — a 
goals crit^i;|on for need. For\€xam^Iet Great 
Britain curreijtly hasi an official goal of 150 
' hom^^^eE;-h9me iiealth' ai evei^' 100,000 

persons by l^^v The other metlu)d seeks to esti^ 
; matei the number of persons required to provide 
tlw amount of ^ goods or services 'demanded— an 
, ^economic, demand criterion for nepd. This ap^ 
-pi^a<;tM3.aiJniIar to a forecast of employment, pro- 
vided^that the necessary and appropriate supply 



of labor is available. Of course^ the projected re- 
quirements figures using the two criteria' of neetf 
' approach each other ^ the economic demand for 
the service approaches the ideal level of service. 

Sift<5^ this paper describes the current situation 
and pfipbable future o^ homettiaker-ho|ie health 
aide services^ the economic demand approach is 
most appropriate for these requirements ptojeo 
tions. However, even though this study uses the 
economic demand criterion, one projection series 
approaches the projected requirements that would 
result from a Sf<}als criterion for need. 

Future requirements fon ^homemakerJiome 
health aides are e^jtremely hard to project As 
explained in Part I, tfie lev^el of employment is 
determined prim^ily/by the amount of public 
funds available to pimrhase the service. Since a 
change in the Social Security Act or funding 
under new legislation could occur at -any time 
during the projection period, assumptions must 
be made as to .wjjiether such a change will occur 
and, if so, wfi^t the change would be. The* extent 
to which clients use the available fundsF to pur^ 
chase homemaiker-home health aide service - is 
another important employment determinant, (The 
current underutiU^tion of Medicare and Medi- 
caid ^or home health services already has been 
noted). Assumptions must be made, then,*concem*^ 
ing the degree ofrutilization in the future. Thirdly, 
the philosophy of appropriate long-term care is 
an iihportant determinant of future requirements* 
As has been discussed, care may be regarded as 
appropriate because 1) it is ^the least costly way 
to care for a person^ or 2) it is^e way that best- 
meets thelieeds of the person. Obviousty, a^state- 
ihent must be made as to which - philosophy is 
likely to underlie future legislation governing 
^ public financing of health care. / 

The factors that govern future requirements 
for homemaker-hom^ healtti aides — funding 
levels, utilization, and philosophy of care-rdp not 
lend, themselves to projections from historical 

_ trends since sharp changes in the projection 
period ar^e possible, if not'likely. Therefore, this 
paper presents four different sets of assumptions^ 
each set changing the assumption Concerning one 
demand factor; and eacn ^ielding a v^stiy differ-* 

' ent set of employment tequiiranents projections. 
One assumption s^ is selected for special at^en* 
tipn because ijt most 'cioady reflects the current 

. situation and trends ;/^e correspc»nding projec- 
tion is the'sorcalled ^'judgment projection." 

* Assumption set i Vpntinues the status'mjo into 
. thS projection period— it assumes that nocfiabges 
wUl occur in the pnilosophy of appropriate care, 
^ legislation regardipz home healthy or the levef of 



utilization. The^e assumptions result in require- 
ments projection set I for homemaker-home 
health a ife— 63,000 in 1980, 67,500 in ljf85, and 
72,000 in 1990/, Since the mod re*>trictive set o£ 
assumptions form;; the b^^ii^for requirements, pro- 
jection .set L^p^tjVTsis the base line projection pro- 
viding a m^imum for employment requirements 
difring the projection period (see table 3). Al- 
though/the current trend toward increased utiliza- 
tion makes fhis alternative unlikely, poor per- 
formance of the economy combined with efTort^^ 
to curtail HEW Federal ^pcndin^r for health and 
social services co^Id result in employment require- 
ments similar to these. 

Assumption set II, while similar to set I, as- 
sumes gr^iater utilization of home health .servjccs^ 



Medicaid* Hearings held \jy the Senate Special 
Committee on Aijiiig and the nou*;e Select Com- 
mittee on Ai^iiig repciitcdiy endorse greater util- 
ization of hunic hu;iUh ciire. Many current State 
Title XX plan^ i^i eatly expand Ihe funtls allociitedf 
to honiumuKer-huine health aide service. The ex- 
posure of hurling home scandals by the news 
media has created in the general public a new 
a\iarenes^5 of the pc^teiitial of home car^e. There- 
fore, projection ^et II is the judgHnient projection 
— that projection ^ut Cased on the assumption set 
that most elosely reflects the current situatibri and 
trends. 

Assuttiption set HI, like set assumes full util- 
ization of home health services. In addition; it 
assume^5 a change in Itj^i^lation concerning home 



Table 3, Projeftions of r«qui'rements fof homcmaker-home health aides, under various assumptions, 

1980, 1985, and 1990. ■ ■ , 







Reqidrement& projectwns ■ 






Assumptions 


1080 


1935 


1000 




I. 


No change ' \. 


63,000 


67,500 


72,000 


Base lirte 


11. 

* 


Chan^ utilizayyn ^ 


1.^2,000 


. ns^ooo 


198,000 


Judgment 
projection 


111. 


Change utilization and 
legislation x>niy 


135,000' 


218.000 


253,000 


Alternate 
projection 


rv. 


Change^Mtilization. legislation, and 
philbsaphy of ap^i)riate care 


140,000 


310,000 


m.ooo 


Upper linjit 



ov^r the next 15 years. Instead of the curreht situ- 
ation^ in, which .services authorized by lam ar»- 
not fully utilized, assumption set II assumes full 
utilization. That is, home health service.s will be 
used under Medicare and Medicaid, within the 
current eligibility requirements, each time this 
the least costly way to m«et the petrsan's needs, 
Thitt assumption set also assumes that the various 
State Title XX plans will include substantml 
homemaker-home health aide servjce.s. Finally^jt 
af)9ume5 i*n awarene.ss by the medical community 
of the potential of the,se services! necessary Yor * 
increased referrals of patients to home health 
agencies. 

Re<lulrenvents pr^yectioh set II fQr homemaker- " 
home he^ilth aides resulting from- assumption set 
II is 132.000 in 1980, 178,000 in 1985, and 198,000 
in 1990^ Current trends suppoi;t this assumption 
set,.The GAO study cited in Part I recommended 
tirat HEW take, several actions to increase the 
utilizatio^jr home .services under Medicare and 

■ • I' 



''Sc^ Ap^ndix A ft^r a discussion of 1>rojectlQn methoils. 



health care of the elderly. These legislative 
changes expand the coverage for homemaker- 
home health aiJe service so tfiat all, the elderly 
(not just the po^or) would be eligible for the serv- 
ice? on a long-term, chronic care basis. Assumption' 
set III al^o assumes a t^tftict least-cost critemn for 
eligibility, us v^cU a^5 strict guidelines'to qualify as 
^needing the service (e.g. no family member is 
available to provide the service). Voluntary agen- 
cies currently use such >rtiidu!ines to determine 
which cases to accept. These changes could be 
brought about by cxpandiry^ services CD\emI by 
Medicarcr for example by extending Medicaid or" 
Tithe XX coverage to air elderly persons, or by 
enacting a national healtfj insurance program that 
includes long-term care. i 

Th^e projected requirements for homemaker- 
home'health aides under assumption set tU are 
135,000 in 1980, 218,000 in 1985^ and 253,000 in 
1990. While current legislation (Iocs not support 
this level of requirements, a legislative changes-is 
very possible. The assumptions of change under^ 
lying this projection III already are discussed 
widely as the. future direction of long .term care 
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^or the eMcrly*:* Therefore projection set III is 
the alternate projection, based oti assumptiofis 
thaf reflect a reaf;ona(jJe chan^fe in the current ' 
,^ititation. * t 

■ Theiinal set of assumptions builds on assumpm 
tion set III, but changes the criterion for appro-* 
priate health care. , Instead of assnniing lhat the 
least castly form of care i,s appropriate, whatever 
yfl^are Jt>e3t meets the needs of the person is con- 
sidered appropriate, *Miiny European countries 
espouse* this philoisophy, with the attitude** that 
persons should not stay in an institution if their 
sociiil ur m^ical pioblems ean be solved In other 
ways.* This usually involves extenisive. home- 
mjiktjr-home health aide serviceis combined with 
profCi>^.iupiil social and hc^ilth services and vokin* 
fkry *^upl)urt services^ A^^siimptiou sOt l-V in* 
eludes bolh thi^i change in tlit;>^ifhiltisuphy of ap* 
prupriiiteVhcalth care ^tnd the^change-;3 19 legis*.,, 
lation requirod to fund thrtT level of Service, 

Tfie expected requifem€nt§ u^nder t^s a$$Ump* 
tion s$t arie 140,000 in 1980, 310,000 by 1985, and . 
386,000 by 1990, Since these projections afesiyne 
that funding would be available to support a new ' 
and potentially expensive type of long-term c^re^ 
this alternative, while possible^ is^ unlikely. How- ' 
ever, just -as projectiofi I is 4 base Tine below 
which requirements^ would not reasonably Yall, 
projectit)n^set IV is an upper limit, beypnd ^whicft^'' 
requirements would nof reasonably rise. It is sim- 
iilar to a^ pi^jection based on a goals criterion for - 
requirements, the nymb^r of aides necessary to 
serve all'elderry persons who could be maintained 
in the home vrtth this help. The remainintr discus- 
sion of projected requirements, however, is lim- 
ited to the jiidgment and alternate projertions, 
since these;are based on assumptions that have a 
strong possibility qf occurrence,* 

Annual Openings ' , v 

Openings for hom'em^ker-home health aid^s re- 
sult from two factors — growth of the occupi^tion 
and replacement n^eds. Under the judgment pro- 
jection, requirements are expected to grow by 
14,000 each year between 1975 and- 1980, 9,200- 
between 1980 and 1985 and -4,000 annually be- 
tween 1985 and 1990 (see table 4), The alternate 
projection yields annual openings due to grovvth* 
in requirements of 15,000 betv^een 1975 and 1980, 
16^600 betwesii 1980 and 198§, and 7sO(JO annual- 
ly between and 1990, ^ ^ ^ 

The projected "annual opejtTiigs resulting from 
persons who transfer out of the occupation, how- 
ever, are far greater^ thAn ttiose resulting from, 
growth, even JjT^i'this very rapidly .g:rotving occu- 
pation* Th^s^P^ of attrition is common to 
occupatipns that do not require higfily developed 



Table 4, Pi*ojected*an|iual openings for home^ 
matter-home health aides, 1^75-1990 





1975^ 




•1985-90 


Judgment projection 




* 




Growth 


14,000 


9.260 




Replacement 


19,200 


31,000 


37y606 


; Total 


33,200 


40,200 


41.600 


AUer^iate Proiection 








, Growth 


' 15.060" 


16.600 


7.000 


Beptaeement 


19,500 


• 35.3CfO 


47,100 


, T0tal - 


54,500^ 


51.900 


54,100 



'sklUs'or specFflc formal education,^'* Persons who 
leave an occupation either transfer to another oe- 
cupatipn or le^ve the labo^* force tcmpofarily or 
permarientV; Conversationawith rnpny ageriey^d- 
ministr^lbrs i^eveal several recurring rea^oris.^vhy 
aides quite their jobs,^ , ' . * 

Transfers out of the labor force. A' krge number 
of homemaker-home health aides lyho leave the 
labof force, do so temporarily. Many aides are 
persons who have the responsHiility of both'sup*' 
porting and parfng for their families. Often f am- . 
ily prpblems such as an ill child or psychological 
pressuresiorp^ iji^e a^jfles to QUite their jobs tertiir - 

^ppyarily and retiiirti to duties in their awn homes. 
Or) the other hand, niany afdes do not provide the^ 
primary support for the family, but worJc,only 
long enoifeh to pay a specific debt, to purchase;a 
predeteKijiined' item such,a3 a new car, of to help 
the family get through hard financial times* As 

.soon as they pam the esptra income,'many of these 
aides quit ' their jobs* only to take them again 
when the financial need arises. This flexible work- 
pattern, encouraged by^ the availability of part- 
time yfjork, adds to the temporary . transfers of 

, aides out of the labor force* 

Since agencies [Prefer Ihomemaker^home health 
aides who are mature persoiis afid experienced in 



'*Two plt^ of le^slation whose provisions wotlld 
broaden Med^re covierage to include homcmaker-home 
iiealth aide ^)rvices on a lonj^-term b^h (whenever it would 
prevent institutionalization at a lower cost) were introduced 
in Congress in lV75"7,Ilepresentative Koch and Senator 
Moss introduce th^^NattoBal H^e Health Care Act, ar\d 
Senator B4all introduced ftie Lone Term Care Amendments 
tff 1975, Althou^ imminent passage of Uiis or similar 
legistation is not likely, the proposed billl^ndieate the son-- 
ou^ess of Congressional Interest in^helping elderly pmons 
rOmnin in their homes. ' , 

Home H^lp Sarvicea for the Ageing Arowid th^ Wortd, 
The International Federation on Ageing (Washington, 

^* Jamcs J, Byrne "Occtipatfo^al Mobility of Workers," 
MonMu Labor if*vin*>, February 1975, p, 53. 



homemaking ,and per^^onal care, the number of 
annual openinifii that result from Jt^athii and re- 
tirements are grealor than in occupations that em- 
ploy large numbers o( younK ^\^orkers. However, 
the chance to \\ork on a part-time or on-call basis 
* encoiirages rtiany homt^ikur-home hoalth aiders 
to continue in the occupations long after the 
norJTial retirement age. 

Transfers to other occftimtiy*n^. A large number of 
persons who Ieave4he occupation of homemakei»- 
home health aicte\stay in the labor force, transf^r- 
r ring to ahother occupation. Interviews with t?erv- 
ice providerRjndicate that'many newly hired home 
health aides quit their jobs during the first three 
monttis of employpient because of the nature of ■. 
the work* Even though agendo,^ .screen applicants 
carefully and^attempt to familiarize the new em- 
liloyees *\^ith ^11 a.spects of, .the work, many new 
employees find the housekeeping aspects of- the^-A 
job distasteful, preferring to provide-only per- 
sonal care. Others cannot cope with the hectic pace, 
or pressures of the work, sifice the assigned work 
plan usually requires that the homemaker-home 
^€alth aide perform an extrertfely full schedule of 
jobs witliin 3 or 4 hou?s. ' ,,,, " 

Transportation pi^esents a major .problem far 
both^^h^ homemaker-home^ health aide iind the 

■ ag^iScies. The aides.generaJly travel directly^^to , 
their' clients' homes from their own residences. 
Many aides must rely on public transportation, 
which often is not adequate and limits the number 
of clients that a^.specific aide can serve. Most agen- 
cies reimburse the aides for at lea.st. part of,tlie 

" Cost of travel, ^ substantial agency expense. How- 
even eveq with this reimbursement, if th^ trip 
requires a, long commuting time, the money the^ 
atde earns ia not siifRcient to outweigh the number 
of "howrs spent on travel ip-addition to actiial de- 
livery of services. At tm^es, "this transportation 
problem .so restrict.s the number of assignments 
air aide can accept thaf phe aide must leave the 
occupation to take a job; with ^ more stable in- 
come* 

bther aides transfer to anoiher" occupation be- 
use of low pafy or absence of fringe benefits, 
es for homemaker-home health aides vary" 
*derably. Beginning wages ranged from about 
^ to $3.60 an hour and averaged about $2.60 
hdur in 1975, according to limited information 
available. Agencies in large cities th'st have a high 
.cost of living generally pay higher wages* Agien'- 
cies that have imion contract^ als<^ usually pay 
higher wages^^d offer motebenefits. While some 
agencies pdy the same rate to allaide^i, most SCgen- ' 
cies/give .Ray increaaea.as aides gain expe^^gnc^.. 
and are given more respont?ibility. A few agencies 

■ have career ladders, with the increasJng responsi- 



biiifiei and wage.^ of' each st-ep ^itated In detail. • 
Limited' datar indicate that pay for experienced' 
aides averaged about $3.25 an hour in 1975 with 
Sbxne agenciei5 paying oVOr $4.00 <1n hour. 

Benefits .vary even more than wage*;, *Some 
agencies offer no benefits at all, while others otfei* 
a full package of holiday.s, vacation, 'sick leave^ 
health -and life in>surance, and -retirement plans. 
While .some agencies hire only on-calH hourly 
workerSf with no benefits, many agencies employ, 
taides on a full-time or part-time basis with many 
benefits and a miniiniirn number of houi's guaran- 
teed. A typical fAill-time homeniaker*home health 
aide is guaranteed 36 hours of work a week, earns 
between $2/75 and $3.25 an hour, depending on 
length af employment and leyel'of responsibility, 
has 1 to S weeks paid vacation each year, baset^on ^ 
number of years pf cmployment/earns 1-d.ay of 
sick leave a month, is paid for major holidays^ 
and can participate in health insurance and pen- 
sion plans. A typical part-time employee works a 
regular schedule and is guaranteed 20 hours of 
work a week, receives the s^me hourly wage as 
full-time employees, and has similar benefits^ allo- 
r cated-adtording to'the number of hours worked* A 
^fi^w agencies also allocate vacation and sick leave 
to those employees who do not hav^a guaranteed 
minimum number of hours or a regular schedule.> 

If higher paying jobs are available, some aides 
will transfer to them^ regar'dless? of theii; work 
preference. In ^n Jndustry-intensive area, for px- 
. ample, homemaker-home health aides may leave 
their jobs to work in a low-skill occupation In a 
local factory s\ich as an ^assembly line worker m ^ 
the auto industry or a sewing machfne operator in, 
the apparel industry- ^ven if the wage level Is 
similar, better benefits, or guaranteed hours of 

^ Work encourage many tran.sfert; to other occupa- 
tions- This reason for transfers is most .fl^equent 
in those agencies that only emt)lt)y aiders on an 

, on-caiyjaisisj have no benefits> and.pay close to the 
minimum wage. , ^ ' ^ ^'^^^r 

^ Homemaker-home health aides often lea^ their 
jobs to become nursing aides in hospitals qr nurs- 
■ ing;homes. The work is similar^ and the. regularly" 
^scheduJed hours ot wbrk provide a more secure in-^ 
come thail on-call employment. If an aide 'needs 
the guarantee of regular incomer and local agen-/.,' 
cies that -provide homemaker-hbrna health aidje 
service hire on an on-call basis only} the chan(^9»- 
are that the aide .will take a job as a nursing aiafe, 
' a^soon as the opportunity arises, . . 

"Some homemaker-hojne health ^id'es stop work- 
ing ^for the agenci^ i|^ 9rder to work dir^ct^for 
the client.. (We will refer to these persons as self- 
entpfoyed *'fiome helps" — thettj*m most often used 



in Europe — to distinguish thorn fronj other pri- 
vate household workers-) While the Vttities that 
self-employed home help?^ perform may be the 
sam^j two elements biisfc to the occupation of 
homemakcr-home heafth aide are different; 1) 
the assei^sment of .need and supervision by the 
agency are missinij, and 2) the ultimate responsi- 
/ fc^ty^tor Jhe fiuality of service ^rests 'with the 

^^^iHcer instead of an agepcy. Therefore, aides who* 
%o to work dir^ectb' -Jpi' the client are transferring 

*i)Ut*^of the occupation of homomaker-Home health 
aide, as defined here- Some aides make this change 
because the client pays, mo^ than the' agiency. 
However, at the s'lamc Ume,.These aides l<5sc any 
benefits the'agency offers, and niuwt locate othe;* 

"clients without the help of an agertcy'^at the termi- 

^ nation of employment by the original client. 

Rate of afh'ifio}r Although the National Council*^ 
1973 =itiney i\k\ not (.'ullect attrition rates data* a 
recent infurmal survey of a -.mall sahiple of agen- 
cies oevealed an e?Artftp(;ly broad range of attri- 
tion rat^s (4 percent to 50 i>t;rcent) with a clus- 
^tering cff man^ rates around 20 percent- Inter- 
^ views with several service providers further 
jj^trongjy support 20 percent as a pepresehtative 
attrition rate* ■ v 

i 

While wages and benefits, the flexibility of ^the 
Mvork .scheiUde, and transportation arrang,ements 
undoubtedly are important factors in fhe attrition 
rate for individual agencies^ th# extremes in the 
attritio^fl rate niso may reflect pressures of the 
wort. Agencies that ai'e cost-conscious as i«veU as 

. cor^cerned with provfding quality service may 
schedule the aides* duties extremely ttghtly^and 
strictly s5uper\Nse the^aide^ 'to assUre that all 
Uutie^ ane performed. The extreine pressure of 
the work niaj^result in a very high attrition rate, 
©n the otlrer hand^ an agency that employs fuH- 
tircie, salaried hdmemaker*hbnie health aides but 
proVidcs'little supervision, or allows aides more 
. time tha,ii necesifery; to perfortji the scheduled 
tasks, may experience a comparatively low attici- 
tion rate, perhaps at the expense of waited, public 
funds, ^ * ^ ' ' 

The 20 p^rFent represent A tite attrition rate ap- 

' plied to the judgment projection results fti annual 
openings due to replacement needs of 19,200 be- 
tween 1975 and 1980, 31.000 l^ertveen 1980' and 
1985;.and 37,600 between 'l985 atid 1990; Annual 

, openings du6 to attrition foV the, alternate projec- 
tions ar« 19,500 between 1975 and 198^35^00 

/^between l98aand 1985, and 47,100 between 1985 

^ and 1990. . ' 

.„!!^t^%m»l vsmve^^onduct^l by Patricia Gilroy, 
Executfvc Director i*f the H(*rne Quaker Health AhK* Service 
of tHe.National Capital Area.' Inc.^tl^ta u'ppubrishcd 



Total annual Openings, Adding these openings due 
to attrition to the openings resulting Jroirt growth 
in the occupation, ^vields total projected annual 
openings for the period. Under the judg'hnent pror 
jection, openings would number 33,200 annually 
between 1975 and 1980, 40,200 between 1980 and 
1985, and 41,600 between 1985 and. 1990- The 
alternate jprojectloh^'ields 34,500, annual openings 
between 1975 and 1980, 51,900 between X980.and 
1085, and 54,100 between 1985 and 1990- ^ 

While there is a substantial difference between 
the aiinual openings of the judgment ^nd the 
alternate projections in later years, the manpower 
implications for the two projections are similar. 
Even the judgment projection calls for more than 
one and one-half tiraes as many new.homemaker- 
iJiome health aides each year as were employed in 
1975- IJ'ith annual openings of this magnitude, 
the.supply issues, occupational outlook Ind poten- 
tial employment problems are. substantially the 
same foV both the judgment and the alternate 
projections^ although problems would likely occur 
Aoon under t>e alternate projection, 



Supply Issues 

The supply f^>r occupations tfiat require no spe- 
cific formal education, such as homemaker-home 
health aideS, cohsists of 1) all persons employed 
in the occupation^^Ius 2) unemployed persons and 
currently employed persons searching for another 
occupation who meet the requirements fpr experi?"" 
ente and personal qualifications. Although the 
number of persons in this supply cannot be esti* 
mated or projected, the following insights into 
why and how persons enter the occupation .of 
homemaker-home health aide (gleaned frojn in- 
'terviews with service providers) give some pic- 
ture of supply issues. . 

Supply Source 

The supply of persons available to fill, the an- 
nuaU<5pen1ngs for homerfiak^r-home health aides 
consists of all mature^ healthy persons actively^ 
searching for employment (full-time^ part-time, 
or on call) wiio can read and Tyrite and wtfo have 
experie'hce (not pecessarily paid employment) in 
homemakingand personal care. Homemakers who 
have r^aised their own families and are either 
ent^rihg^e labor 'force for the first time or re- 
eritering aflef several years form the major sup- 
ply source. Another important source is persons 
who transfer *lroViKother occupations^ specially 
nursing aides and abipestics. Post-secondary stu* 
dents in a related ccHlrfe^pf ^udy such as ntirsing' 
or home economics are a^^*^nor supply source for 
^art-tinr^ or summer employ^ 
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In addition to the requirements of literacj" and . 
of homemaking and personal care experience^ per- 
sons must have a desire to help others before they 
are part of the supply of horhe maker-home health 
aides- Agencies attempt to screen applicants who 
. ' do not have this personal quality. Since the job 
reqiuires an awesome amount of responsibility and 
^ hard iVork compared vt ith the wages earned^ per- 
\sons without a deep desire to help others either 
^ would not choose the occupation or would soon 
^ leave it The element of personal satisfaction that 
this occupation provides is^ at the same time, a 
factor in attracting workers to the job. 

Some persons are attracted because it is so 
much lik^ caring for one's own family. Many 
mature persons who do not have any specific job 
skills and wlio are entering the job market for the 
iirsi time -feel qualified for this oeeupa1:ion. The 
availability of part-tinfie work and the opportuni^ty 
to determine one^s own work schedule make-this 
occupation attractive tP many persons. Service 
providers report that nursing aides often transfer 
into the occupation of homemaker-home health 
aide because they want the shorter, more flexible \ 
hours or because they dislike shift work. The rela- 
tive independeiice .enjoyed by homemaker-honie 
health aides in performing their assigned work 
and^the increased opportunities for initiative also 
^ attract some nursing aides. 

The importance and.visibility of the occupation 
also attract workers- Compared with other occu- 
pations tha): require no specific training^ home- 
maker-home health aides enjoy a sense of statu^^. 
Tti^y are part of a health care team, and make a 
major contribution to ongoing case^^sesj^ment. 
In most agencies, aides wSear uniforms and an^ 
official pateh that set them apart and contribute 
to a sense of pride in their occupation. ^ _ 

The effect of wages and benefits on the actual 
supply of homemaker-home health aides is vari- 
able. Agencies that pay very low wage:* and offer 
no benefits attract sufficient workers, although 
some aides may transfer when better paying jobs 
are available. Other agencies pay cpipparatively^ 
high wages and offer a full range of benefi^ts. Al- 
though these agencies may^attract many appli- 
cants, earnings alone do not keep new employees 
in the occupation. Without the fundamental desire 
to help others^ the. hard work^ demanding .sched^, 

^ ule^ and sometimes unpleasant dients of tasks 
soon drive new employees out of the occupation, 

V even in those agencies that pay the higher w^ges. 

Recruitment and Training 

Jdentifyinj: the reasons/persons become h,?me- 
^^maker-home health-aides i^-one important supply 



issue. Learning how they find out about job open- 
ings is another. Most recruitment of homemaker- 
home health aides is accomplished by word of 
mouth. Agencies inform current employees of 
openings for aides, and they pass the word among 
their friends. Many agencies have long waiting 
lists .of persons who have heard of the service 
through current employees or clients who 
wish to apply as an aide. Occasionally agencies 
advertise openings in a local newspaper or com- 
munity bulletin, especially if^hey need an ^iide 
who speaks a foreign language. T.V. spots that 
inform the public both of the availability of the 
service and'of the need for aides have drawn an 
overwhelming number of applicants to new volun- 
tary agencies. Generally, however, no formal re- 
cruitment is necessary to fill openings in this occu- 
^pation — an indication of the vast potential supply 
of hGfmemaker-home health aides. ^ - 

Shortly after they are hired, homemaker-home 
health aides undergo orientation and training. The * 
length and quality of this training vary greatly/ 
^with agencies that require experience as a nurs- 
ing aide generally providing a minimum of orien- 
tation. Most agencies, however, provi^le a one t>r 
two .week training program. Topics coveired. in- 
clude "basic nutrition, meal planning and prepara- 
tion^ per^nal care of the sick, such as t)athirig, 
turning anrt lifting bed patients, emotional prob- 
lems accompanying illness^^and the aging process 
and behavior of the elderly. ■ 

.Supervisors given additional training* infor- 
mally, as required for specific case assignments.. 
As, aides take on a variety. of cases, they develop 
expertise in caring for persons with many types 
of illness. Some aides discover a special talent for'^ 
. caring for a specific type of client, such as persons 
who need help \tith pnSscribed exergises^ or clients 
with failing eyesight. In some larger agencies ex- 
perfenced homemaker-home health aides can spe- 
cialise in caring for <^ents with a specific type of 
problem. ^ . 

* In addition to on-the-job training given by 
supervisors, many agencies offer segjinars froni 
time to' time on specific topics sucn as di^ts for 
^diabetics, exer,cises for clients^^^th a heart con- 
dition, or .ways of coping^^th depression'. A5 i 
aides gain experience in difrbrent^types of cases, 
they ^n assume more responsibility and become 
more self-directing, within the sbe^ge of their as- 
signed duties'. In 8ome agencies, an "experienced 
aide can be promoted'to a special assistant^to the 
supervisor, relie^ng^the supervisor of some of the 
more routine aspects of supervision and case man- 
agement. , . - ... ■ . ^ 

On ' . ^s. 



Employment Outlook 

Thiii section presejits the employment outlook 
for honieniaker-honieMalth aides, discussing the 
ability of .supply to meet the projected require- 
ments for aide^. Actions to assure that supply \vill 
b^? .sufficient to meet requirements through the 
1980\s are suggested^ and comments are offered on 
the related topic of the quality of care. 

Supply-Demand Analysis 

A s;trict i^uppiy-demand comparison is impos- 
sible for homemaker-home health aides since the' 
supply cannot be quantified. However^ broad gen- 
^eruiizations concerning the availa^Hiiy of persons ' 
to fill the openings during the projection period 
can be made^ ^ ^ 

The current abundance of applicants to fill un- 
advertLst^d homemaker-home healtb aide positions 
indicates that the supply of the aides would be 
sufficient for a vast increase in .requirements- As 
ha^. been noted, the expected r^eqiiirements and at- 
trition under ijoth the judgment and the alternate^ 
projections re'iiult in very large numbers; of annuaf 
openings eP^ch year, ^^eyertl^eless, the vast.s\ipply 
of aides ^^hould be suflfiiSent to fill openings for' 
several years* As the supply of new aides de- 
creases, howev^, many agencies that currently 
require*^experience as ajiursing aide may have to , 
drop this requirement- Instead, these agencies 
would have to^upply the training and additional. 
super\j.sion required fpr persons who are inexperi- 
enced, increasmg these agencies' costs. ^ ' I 

In the later years ofithe projection period (or 
sodoen under the alternate projectiop)^ the'sup- 
ply (if homemaker-home health aides* probably will 
need be increase<i to meet requirements by 1) 
action?^ that would attract more applicants^ or 2) 
actions that would help retain employees- Age^i- 
cies could increase applicants by actively recruit- 
fng emplojWst U5lng newspaper listings, employ- 
ment fiervices^ and perhaps radio or T;V. spots. 
^ Those agencies that pay low*er wageii or no bene- \ 
fits could offer Kmore attractive earnings package. 
Agencies that offer only on-irall employment could 
add salaried posirions, and those that employ only 
full-time homemal^r.home health aids could add ' 
jobs with short anq flexible hours in order to at*- 
tract per^sons with a variety of needs in. employ^ 
ment status. This flexibility in scheduling also , 
would enable aids to^ontinue employment in the 
agency even though'th^ir employment status needs 
change be;t\%een full and part-time*work. 

i Other mean;; to increase supply by reducing 
turnover center on job' sati.^faction* While some 
agencie^i actively promote feelings of states and 
accomplisthment among aides* many f\o notVTre- 



quent conferences between aides and supervisors 
are essential for employer morale. These meetings 
give the aide a chance to relate^opparent changes 
in the physical and mental heallfi of the patients^ 
fulfilling the aide^ role in case assessment The 
meetings also provide a chance f^pr the supervisor 
to comment on the development of the aide^ r«n- 
forcing positive performance and disctissing any 
unacceptable aspects, givin^j the aide a chance to 
improve. Such active attempts to make aides f^^l 
that their work is important and that they are per- 
forming it well will become increasingly necessary 
as positions become harder to fill 

A chance for advancement in the occupation 
also improves job satisfaction. Manx agencies in- 
crease responsibilities and pay as a* reward for 
good work and for time in emplojtoent Agencies 
that do not have some type of advancement oppor- 
tunities could introduce a career ladder to Help 
attract a sufficient number of aides as positions 
become difficult to fill in the latter part of^he pro- 
jection period. 

Quality of Care Discussion 

Many persons in the home health field are con- 
cerned about a deterioration in the quality of t:are 
as demand for home care grows. A previ6us'sec-* 
tion discussed the 'difference between^ Medicare 
and Medicaid^ which provideguidelines for quality 
assurance, and Title XX of the Social Security 
Act^ which places the responsibility for setting 
quality guidelines with the States. Many critics 
envision abuses o^elderly clients. similar to those 
that have come ts light during»the nursing home 
iavestigations. Critics also fear misuse of Title XX 
monies. These persons foresee the emergence of 
agencies that ar^ little moie than employment 
agencies for domestics^ with virtually no super- 
vision-of the aides^ no plan of duties to be per- 
formed, and no professional , assessment of the 
initial or Qn-^oing need for the services — and they 
envision these agencies l^econung profit-rich from 
welfare service funds. Other persons concerned 
about delivery alhome health services fear over- 
reguJation that would needlesisly increase agency 
costs. Supervision and training are two key ele- 
ments in this complex quality of care issue. 

Stfpervision, Assuming th'^at supervisors monitor 
the quality of care^ ^n ideal ratio of aides per su* 
pervisor would be a useful guideline. However^ 
this ratio would Vary greatly according to the Ex- 
perience and employment stattis of the aides, the 
numbeii^of different clients each serves^ anff the 
nature of the clients* illnesses. Some service pro- 
Vider^; argue that' ajiy ideal number of aides P^r 
supervisor wou]d be arbitrary, increasing costs 
beyond necessity for the many clients who.can 



supervi^ the ^^ork of the aide*i tht^niiielves. While 
these clients phy^jjcally limited in their ability 
to perform routine personal care "or homemaking 
tasks» they are mentally and emotionally in good 
health. In these cases^ the client could report un- 
acceptable performance of the aides to the agency^ 
eliminating the need for routine visits by a super- 
visor, according to tbese service providers/ In 
other cases, if a working spouse or other respon- 
sible person lives with the client, t^iey could pro- 
vide sufficient su'pervtston by observin^r the tasks 
that^the aide has performed during the day. 

The^ie extreme positions on^supervisions needs 
becomes central isi,ues in discusiijion;; of the cost 
of the service. Since supervisors are professional 
social workers or nurses, they add substantially 
to the cost per visit. However, a good aiipen^isor 
constantly assesses changes in the. needs of the 
client and adju*its the service^^ plan accordingly. 
Since these clients only reteive necessary services,* 
Jhoy often regain independence much more quickly 
than clients who becom^ dependent on unneces- 
sary services. This often results in a lower cost 
per case, even though the cost per visit is rela-t 
tively high. 

While lawmakers must protect the elderly who 
could be abused if sufficient siupervision were not 
offered^ they also must see that public funds a:re 
not wasted because of rigid regulations, weighing 
the costs and economies of supervision. The 
proper middle ground is not clear, but the need 
to find it is* ' - * 

Tmiyiing, In addition to supervision, the training 
provided for the aides affects the quality of care- 
While Medicare has general guidelines, Medicaid 
and Title XX leave the responsibility of detefmin- 
ing required training — if any — to individual 
States* Since training is provided by agencies be-r 
fore aides start working, it presents difficulties 
for thfe typical agency with a cash flow problem. 
The high turnover rate^ especially during the first 
few. months of employment, greatly increases the 
cost of training. As annual openings become 
harder to fiil ^nd fewer experienced aides are 
available, the cost.of training will ris^ further. 
As an alternative, community or junior colleges 
could offer the training. This would support qual- 
ity'care and, at the same time, reduce the Cost of 
providing the eerviee- Thi3 arrangement ^would 
require the educational system to work closely 
with local agencies to determine the number of 
opeVings to be filled- The training could include 
both the initial two or three we^k couff^, plus 
regular follow*up Jecture.s or workshops on. per- 
tinent topjcs.*Whether the training t.^ given by ttie 
agency or by t local educatl^al institution, assur- 
ance of quality care requires that all agenciiis pro- 



viding , homemaker-home health service" follow 
standard guidelines for this trailing program. 

Ckot'e Si^rvice* A discussion of the quality of care 
should comment onichore service, funded in many 
States under Title iJtX^* Chore workers perform 
many of the same homemaking tasks ,as t\onie- 
maker-home health aides. There is no uniform 
definition of the tasks performed by chore.workers 
«r of the level of supervision th^y receivp^,-fiince 
each State defines the^services funded by .Title XX. 
How*ever, in some States, ch^jre service involves 
no training and little supervision other than that 
provided by the client. These chore workers can 
provide a necessary service to self-directing 
elderly persons who* need help with homemaking 
tasks. However, whethej^he source of payment is 
public funds or the client, the opportunities for 
abuse abound when the client is incapable of su-^ 
pervising the employee'.s work. / 



F. Related Employment Implications ' > 

llie projections of requirements for home- 
maker-home health aides contain implicatt(ms for 
the requirements for supervisors. At-the^fHwe 
time, the development of new models for delivery 
of home health service and the future for chore 
workers and self-employed home helps affect the 
projected requirements for aides. This section dis- 
cusses these employment implications. 

Implications for professional yiurses (^nd social 
xvorkers,^ Since employment data are not available 
for supervisors, the average ratio of supervisors- 
to homemakfer-home health aides* is not^known,^ 
Therefore, requirements projections for super-^* 
'visors cannot be made. The uncertainties concern-* 
ing quality guidelines further cloud the future 
requirements for supervisors. However, the sub- 

, stantial growth in requirements for homemaker- 
home health aides, .under the judgment and the 
alternate projections indicate that many new posf- 

* tions for supervisors will open each year through- 
out the projection period. During this time, the 
supply of refjistered nurses and social workers 
entering the labor force i$^ expected to grow faster 
than traditional employment opportunities for 
these professional occiipations. Therefore, the 
openings for supervisors should be Easily filled 
through the projection period, providing expanded 
employment opportunities for registered nurses 
and social workers. - > 

Implicatiom of the itsc of chore ivorkers and self- 
cjnphyed home helps, A previous section pointed 
to the concern for quality of care expressed by 
leaders in the home health field, and the apprehen- 



r *Tbi<'N:*equirenients projection, based on 
thf^'W^f resfri^ive set of asstimptions, a con- 
* ■ "'Hn»>finrii'Af \he status quo, is the base line projec- 

'^^tion. r ■ '\ / ■ \ ^ ' 

The ^Tjc^uirefnents projection curve under as- 
sumoUon set 11* full ijtiHzation of services 
avaiiabk onder present legislation, follQWS the 
. ^ historic^iK trend projection ^through the 1970's/ 
- thtJj Lui veo Out to closiely approaclLtt|e assump* 
^ v*ji>rtrai(it curve ilj[)y 1990. The requirements 
pi i^jc^Uj^iL.^ fur horn emaket^b^me health aides un- 
Jt?^ thi V ftN^umptjon , set are 132^000 in ,1980, 
^6,^^j-> lu l:>8o, and i98,000 in 1990. This is the 
jiiJKT^i^i^t pto^j^Ltton, ba^e^ on assumptions that 
nii,.-L cU^^e^^ i«fl«ct the current situation and real- 
" istic trends* 

Thf^ requirement projection curve undel^ as- 
. j"mptl"n III^ full utilization under a broad- 
*T>^*' l^^'i jjation> follows the historical trend pro- 
jt*cHon»eurve througli 1981, and tKen carves out 



to Stti5eiyj^|fc|)proach f^ssumption constraint cjiirve. 
illjb|yj990- The projected requirement^s'forhonie- * 
m^l^rar^hd^me health aides under these assumptions 
ar^l35,0p0 in 1980* 218^0.00 in J985, .and 253,000 ' 
in ^MO. This is the alternate projection, resultinjg^ 
frora^^assuinptions that very possibly could occur 
buttfihat Would require changes in current legis- 
lation. ■ * ♦ ' " . 

-Ae^amptioil set IV yields a project curve that 
follows the historical trend projection curve 
through 1984, then currea out to pl^a^ approach ^ 
assumption constraint cui^^e IV M^1W0» The 
expected requirements under this J^ipption set 
are 14^,000 in 1980, 310,000 by, 1985, and 386,000 
by 1990. Since these projections assume that fund^ 
ing will be available to support a new and poten- 
tially expensive type of long-term care^ l^s 
alternative is highly wnlikely. However, just as 
Projection f ^orms a base line. Projection IV 
forms an upper limit for employment require- 
ments. 
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tiTe exp^ctefl lijring difflcuiUes during the lattei; 
part of the projection period, 

.A third type of model- project mobilizes volun- 
teers td provide hom.emaker-home health aide / 
:Vervieto* Church* or qivic grpups occasionally or- - 
-ganize^this volunteer service, .generally. limiting " 
the.service tO; other. gr:l)up members or to a local 
.community* However ,^ this is not a significant ^ 
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.source of.homemaker-home health aides. The, in- 
home servic^ provided by volunteers most often ^ 
are tho^e described in Part I as support servicesi 
— friendly visiting, telephone I'eassurance, meals 
oti wheels^ and so forth: Nevertheless/to the ex-* 
tent that volunteers provide homemaker-home 
health aides i&erviGeSj the etwployn^ent i^equirjf- 
ments for homemaker-hon^heaTth aides decrease. 
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APPEND^ A . 

' " IVieliiodsr. for iProjectioiis 
: \ * of Elinploymcnl i^cqiiiieixieiirs 
;^ fur IIuuiejtnaT^«r«Hume 
' . . Healtli Aides 

, >fan\ btuilieji^ have atttjirlptcd to estimate the 
. currt^nt net;d fvr honcie care, but their numerical 
' resaiUcJi/Ter widely, TIhe reporti -V^w Perspectives 
^An Health Care for Oider Atn^rieaiiH, by the Hofise 
' Sel^t, Committee on Aging, Subcommittee on 
H^lth and Long^-Terni Gare, summarizes'just a 
few otthiese studies^/-* However, feinte the purpose 
. of this 'paper is to project the number of jobs that 
* will be available foi* aides, the appropriate qOes- 
tiofl i$ how many persons \vill demand the service, 
rather tlWfn how, many. persons need the service: 
This economic dei^iand for the service can then be 
translated intqr ^mpJoyment requirements for 
■ Kome|t]i§ker-home lj^Uh aides, ^ 

The^text of thispaper contairui four projections 




, iseneii j tur r^quireniejjti> for home^?iaker-hom^ 
. }}ealth ^ide^, tTa^ed On assumptions that reflect dif- 
ferent i trends in the demand factors for their 
. s&rvic(*t^gtili2^tionj le^f islatipnp and philosophy of 
,^nee;d for/hornQmiiker-home health aide services- 
For >thej sake of ^completeness, the discussion of_ 
the assumptipn sets. is repeated het;e in th^ 'con^ 
text'of projection methods, ] . 

^AHsimptkun .contt aint mrves for employment. 
^ Each stit of 36Sumption:^ establishes an upper limit 
. .ior, employment For ?xampl^, uni^er the current 
Social Smiritylegislatibn/fuhdiftt'ceili^ Statfe 
- rffatchinj^ re^juirements; and restrictions on 411^1*^ 
V * feility and^o^^ limit the purchase 

. ; bif serVi^ieg^his li'mitaUoji oh d^nand causes a 
,limit^itioii on the requirements fpr honiertirv^r' 
home health ajdes during each year of the project 
, tion period, /Arming assumption conjstraint curvfe 
Jfor employment, . ] _ 

A^sujiiption :iet I continues thfe status quo into 
the projectioRr, r>eriod — no changes in tfe philo- 
s.0phy^of app^fjpo^iate, care* legislation regarding , 
' horrie:health,/ir the leVel of utilization, To proj^t 
^linployment^ undeir^thc^ assumptions, the ratio 
^ of aides'to the total pcfculatJoji i^ h^ld. 

(yjiisUnt as the pppulatioii increases throughout 
^-^*y??^PT9J option pejrioiJr' The .resuitjrig maximum 
empioyjpent e^^ j^hQ^(m in assumption ' 

constraint curv^e I, ranging fro^ti 60,000 aides in 
.1075^^^ (5^e chart A<L), 

:;^^jrA6suinpU^^^^ i; exce^ttha^the : ] 

.^curreniLMn^ei^ _ 
y)- Xull;^tjtiliza^^ legislation;. JhiV 



assumes that home health services will be u^cd 
untlerMedi(5are and Metl(caid> within thr ciuront 
eligibijityirequirements, each time thi.s is iha li:^ist 
costly i^y to m|^t the4}Brson'3 needs. It alj;d as- 
sumes th^t the varjous State MediciMd and Titl^i 
XX plans will include substantial honivtnid.ci and 
hom<i health services- Finally, 1t ayi>tmu'.s im 
awareness on tiie part of the me(lical communiiy 
of the potential of the^ services, r^^bulliji;; \u m- 
cneaseck referrals of patienti> to homo*hc.illU at^^n- 

Under assumption s^ II, ajl currently 
persons would receive care. Data from h^nf 
makeivhome health aide service' agencies indica 
that. On the average, for every client \^^lio is ac- 
cepted, ojie who also is eligible for the .st^ri jcl' J.-^ 
turned away. The aides required to pio\ide tiio ^ 
service for these registered eligibU-s \\(.»uhi be 

! double the 60,000 employed in 1975, In additujn, 
persons la institutions^who could be cai^^l <for at 
home would require tfie services of a huniutuiiKor^^ 
home health aide under these assumption^. Widely 
'Varying'estimates.are given for theporcint ^ f the 
in3titutiona!i:sed elderly involved. According" to a 
January 1975* study conducted for HEW, "*hQ- 
tween l4 and'25 percenfof the apnroxim.^tr^ly *^ 

. 1,000,000 elderly in skilled and inter mecif^^tf' viv<^ 
nursing homes could recjeive appropriate care in 

, their.homes/'=^Using20percefitof l,000,000and 
applying the currei^t^ ratio of approximately 4 55 
cases peryajde, the maxiWut^i number of aides that 
could be (employed in 1975 under thifee asstimp- 
tions is 164,000, Keeping the ratio of aidcp t^.the 
total popftBtion constant, assumption cua^tuint 
curvellreaches 198,000 by 1990,. 

Assumption set III includes the full utilization Sj^ 
of assumption set II, but adds changes; in li^^i^Aiii^ * 



2ft. 



" N^iti Perspectives in HcaUh Care for Olth f ItP^'f* jj^ 
(U-S- House of Rcpregefntatives, Select Committi i n A -iri^. ' 
04th Coh^., 2nd sm., IDJO, Committee Print), pp. 22'2S 

"^ince this oc<*]upation is not a separate ^nsus cliissiii-^ 
cation and is^nOt brokfen out in the C]jTrent Population^ 
Survey, the usual SLS methods for projectitig ^^^Luip^tti^iiiul 
njquirements^ .(occupational /industry matiix ^ 
eould notJbeVused. piyen the wide ranijc of t timat^ . f^t 

-need, lack of expeiidRure data^^nd the curvilinear liistoriPrtl 
employment tjfend, sophisticated .i)'pojecti on Djetiiyds canuot 

,be used* Since the methods used h^VQ contain Uicj^npj in- 
dictable element of personal respotise/fb an Majlabl^ ^cn- 
jce, In Addition to ^timarte from other stud)* m^j^ f^r 
the 3«Tvice, these, pr(>jeetibn3\sHotild be "viewed as gross' 
estimate rather than precise* ftgur^sL ' ^ ^ 

'■*Por popul^ion projectfonSi sec Cnrrcni PopufaiUm It*' 
portB, }?opHl<ttion Estm<ite& mid Projeetionef $f*nes*Vj^$^ 
Jjo* 6(ft\ ^Bureau of ^Census,.Octoberr 1975) Table 

%:p^s. ^ ' " '\ y: . y ; ^ 



i&s,;>:f v*;i^"^^^^^ S""'. 



\ ,v!' Chart GeotnetrtQ Linear Projeetion ripii Assumption eonstraint Curves for 
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tion tonct?ruing; homo lieulth fai-e of the elderly. 
Th^Nf^ *'ij;tnj.ns woul<l c^paiul the coverage tox 

■ho?Ht*ni;ikiir-)irjiTi<» h<.\dt\aide service t>o Ihat^all, 
ttic ol<lcrl5^<not ju-^t the poor) woiikl be eligible 
for iho service t^n a Inng-ternv chronic care basis. 
It ^I'^sijnies a strict least-co^^t'criterjon for eligi- 
bilifjs as well a^' strict jjrtii<.ielinQ.s for (umlifyintr 
as trnly noetlinj^ the .-service (e.^^. no family mem- 
ber i^avarlablt to provide the i^erviee). Voluntary 
a^encies^ cunenliy «.<e such jcnidcljoc^ £o deter- 
mine whieh Cases to acctj^t. These chaat^esf could 
bo brpiy^ht abont throujjh all eipaiiE^ioli of Me(li» 

xare^^ iKrougJi a jiational health insurance pro-" 
gram.; • * " ■ . 

Analysh of several studie? indicates that ap- 
proximately 950^00 peiv^oj^s netyded formal Iit^ 
home^sterviceii in 1975v iisinj? strict eligibility 
refiutremoiitSi This, demand for the "service 
iodfe?atjfe3 maximum employnieiit nei]qirements mu- 
dieiHhe^-^^ssumptimi«of.20?,00d in 1975. As.snfn^- 
lion ccjustniint ciirv(? Ill inbreoije-s^ with the 
rpopulatiarTtq 20^X000 HI 1990/ ^ ^ 



the final set of"fis$ump;.ions builds <jfi assump-, 
tion .set IH, but r^placeSi the least-coait criterion 
forappropriate.health care with the critprion'that 

^i^-hatever care best meet.s the.uoeds of the pei'soa 
ii> appit)priate. Many European couiitrici; espouse 
this philosophy, hoidini? th(? general attitude that 
nobody tjhould ntay in an instilulioii if I^is social 
or medical problem.^ can ^ sol ved in othet' wayjs,-^ 
'thh usually involves extensive professional social 
4iid health services find voluntary snpp<irt^ serv- 
ices. Assumption ^sfet ly inchide.s both tl^ia ch^nj^e 
in the philosophy o( appropriate health caire'and 
the changes in lej^isUiiron rcouired to ftmd this. 
. level of service. The assumnwn conjjtraiiit cuVve 

C IV, which H"acg>; the Jiaa^j^iim employnr^nt Re- 
quirements Tot homemaker-home health aides 
uridei* the.se broad assunjptions,.v<'\U€fcs from 320,- 
000 in 1975 to 384,0080 aJi J990. Thtfse projections 
are bfised on the experience in linf^laud w^hich in- 



(Ifcates that ISO aidtiis are ^i^eileil^ for every 
I0'0,bocrperso!js<^^ 

Projcctwi fwm liiMoriiral twnds. The^'hjstoriQal 
emplayment of honiemuker-home healttr aide;; has 
been cliscussed. The trend line that presents data 
in iiurvey years froni-.'58 to 73 (text chart S) is 
clearly eur\ilinedr, with' employment growinj? 
fanter in the later ye^ar^. The geometric f^^a-st 
iiiHiares projection of tfii^ historical trend resuljU 
in jin estimated 60^000 aides in 1^)75, and recinire-» 
ments of 140^000 in 1980 and 360,000 in 1985 
(chart A-1 shows tfte 4 Ussumistion^conj^tr^iint 
curves arid the least .stLUai*u.s projection cSi^e). 
Since the nature of a cnr\ ilint'ar trend resultii in 
astronomical long-teini projections^ thes^ projec- 
tions after lOSS^an be Jisjiounted* Furthermore 
empluymeiit r^^quirement.s cannot be ijrreater than* 



Mbid.jupp. lOt -2^ This oflicial ^^Oi»l in Gn?at Britain is 
o<Shserv5tivo compared with other estimator of need for 
betwci^n 300 aiu) 400 aiVks per 100.000 population. Ifcw- 
ever, the lower figuro Is utetl here its a ''ban pj^i'k"* e^tiniale 
of a ruasonaH^ ^£ Ji^tuanJ andi^i thj^ aaatmiptl^ji a^L 



those r^prej^ented by assumption conslrrunt line* 
IV under arfy o^ Iha a??snmpfiofi i?t3ts,^.Since the 
projection curve intersects as^iunptioil cqiiiitraiiit; 
Qurv4; IV in 1985, Hhe Jeust fi*iuar^s projection, 
.curve is useless JL^tc*" 1085. ' • 

Emphi/mtitt uiitunmitU^ ptojivi^j^hs,;, Conibiu- 
ing the project^il hiiitori^al trynti ^ur\e with , 
\arious assumption coAsU'itint cur\t»s:.yittlds the ^ 
rottuirunients projeir-tioiivs under t^iclj of tpe 4 as- 
sumption :^ets. In uath. casts the trend projection 
euiwe is folIo\\ed until it intersecis Ihe^ approp^ 
riate asMimptiou constraint curves then the /ton- 
straiiit eur\e_is followed through ihe reiu;iiuder 
of the projection p,i*rio<;l. Since ^'harp chanj^c\s in 
the te\el of t^ployniwit i^enerally flo iiul occur 
from, one year to the nox^, these basic c'nr\es are 
smoothed out to prodne^ the rcqifiK^nientii cur\es 
under each as^^umption set" (cWirt A-^). 

Since^ \\ith tho exception of the ficst year in the 
projection. periQcl^-ii.ssunipliou constraint cniTO Ijs ^ 
bolow'the trend projectioir liuc\ the prqjpction 



line for as.sumptioiiset L i-^ the same as clmslraint 




niX'o T »Thi*? Requirements p^jection, based on 
thf*' W^t re^^Eri^tiv^ uet of assumptions, a cbn- 
■ >;niiaHr*i'Af tile status quo^ is the base line projec* 

^^tion, \^ ^ \ ^ ' ' 

The ^Tj^tuirements projection curve under as- 
simiDlion ^^et 11^ full utilization of Services 
available under present legislation) follows the 
bistQricttK Ixend projection through the 1970's, 
thtJj i^uivcr^ uiit to cla^;ely approacltihfr assump-^ 
h^iijit curve Iljtjy 1990, X^e requirements 
pi ^jit<^Lik>iui fur homemakeMidme health aides un- 
tlti^ fu^j^umption . set are 132,000 in .1980^ 
Y,6,hji^ iii 1:j85, and 198,000 in 1990. This is the 
j(Kl>inii^iit piajt^Ltlon, ba^ed on assumptions that 
t ^hj^^tilj reflect the cuitrent situation and real- 
istic troiuls* 

Thf^ rp*iuirement projection curve undeV as- 
^ ^^*"^n>pf L^^n ^et III, full utilization under a broad- 
Pti^'i ir^H'Jation, follows the historical trend pro^ 
jecHon^eUrve through 1981, and then curves out 
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to !ijt6giely^jfcpproac^ ^^ssumptjoa constraint c^urve ^^ 
ilfj^^l^ projected.requirementffforhome- ^ 

m^|Pi:*h(fme health aides under these assumptions 
ar^l35,000 in 1980, 218,a00 in J985, :aiid ^53,00(r 
in tS®0, This is the alternate projection, resulting^ 
froW assumptions that very possibly could occur 
T)ut;?that Would require changes in current legis^ 
^lation. * * * 

^Ae^omptioil set IV yields a project curve that 
follo\vs the historical trend projection ciirve 
throif'gh 1984j then curves out to pljajjJy approach «f 
assnmiption constraint curve IV Jplt)90^ The 
expected requirements under this j^Tpption set 
are 1#,000 in 1980, 310,000 b>;1985, iind 386,oaO . 
by 1990. Since these projections assume that fund^ 
ing will be available to support a new and poten- 
tially expensive type of long-term care, t^is ■ 
alternative is highly imlikely. However, just as 
Projection f ^orms a base line. Projection IV . 
forms an upper limit for employment require- 
ments. . . 
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